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...this patient did any 
on hematinic other than the (Atramuscular dose of iron. His 
initial concentration of hemoglobin. measured 5.8 gm. per. 
100 cc. of blood and in spite of operation [hemorrhoidectomy] 
and further loss of blood the concentration increased to 
12.2 gm. within less than 3 weeks. Concomitantly with the 
hematologic improvement there was clinical improvement 
and subsidence of the initial primary symptoms [unusual 


of 5.3 per cent on the seventh day, and a complete disap- 
pearance of the anemia anc conversion from hypochromic 
to normochromic cells by the end of two months. She expe- 
rienced remarkable improvement in pep and sense of well- 
being coincident with the alleviation of her anemia.” 

(1) Hagedorn, A. B.: Proc. Staff Meet. Mayo Clin. 32:705 (Dec. 11) 1957. 


(2) Best, W. R.¢ Louis, J., and Limarzi, L. Ra M. Clin. North America 
(Jan.) 1958, p. 3. 
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Psychotherapy, analytic or directive, individually or group oriented; 
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eal and nursing regimens are carefully adapted to each patient’s needs. ° 


Two resident physicians, a staff of consultants, and a limited number of 


patients insure intensive and individualized treatment. 
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SERUM CHOLESTEROLS IN AN 
OFFICE PRACTICE 


A. Izarp Josey, M. D. 
Columbia, S. C. 


n the past decade much has been written 
I and much has been said concerning the 

relationship of fat in the diet to the level 
of cholesterol and various lipoprotein mole- 
cules in the blood serum to the incidence and 
etiology of atherosclerosis and its complica- 
tions of cardiovascular disease, coronary 
sclerosis and myocardial infarction, Using 
statistical analysis of mortality and morbidity 
indices of various countries, Keys and asso- 
ciates' have proven to the satisfaction of many 
that in areas where the fat content of the diet 
is only 20 per cent or less of the total calories 
consumed atherosclerotic complications such 
as coronary thrombosis are practically non- 
existent. Further, in countries in which the 
caloric consumption from fat is as high as 35 
to 45 per cent the incidence of coronary 
atherosclerosis is quite high. Studies by the 
Keys group' have produced evidence that the 
average serum cholesterol levels in popula- 
tions existing on a low animal fat diet are con- 
siderably lower than the cholesterol levels of 
a population who consume a diet having a 
high animal fat content. This same group of 
investigators? also claim that this is not due 
to ethnic origin, as shown in a comparative 
study of Japanese living in Japan, Hawaii and 
California and presumably consuming the 
customary diet of these different geographical 
areas. It has also been found that herbivorous 
animals such as rabbits, rats and guinea pigs 
fed on a diet containing additives of chol- 
esterol develop arterial lesions similar to but 


not exactly like those seen in human athero- 
sclerosis.? The development of myocardial in- 
farction as the culminating complication in 
such experimental animals is not so easily 
accomplished and has been reported in only 
one study by Hartcroft and Thomas.* They 
used rats on a diet high in saturated fats and 
cholesterol with cholic acid and _ thiouracil 
added. 

Ahrens and co-workers® have cast some 
doubt on the application of such statistical 
and animal experimental evidence to the solu- 
tion of the problem of atherosclerosis and its 
complications in the human. Extensive reports 
have appeared to indicate an increased serum 
level of lipoproteins of various densities in 
known cases of coronary disease in man.® 
Originally the hypothesis was advanced that 
an increase of B lipoprotein molecules of the 
density Sf° 12-20 was the important factor, 
later the B lipoproteins of Sf° 10-100 density 
were incriminated. For a period of time serum 
cholesterol levels were accepted as reflecting 
the levels of B lipoproteins of these densities. 
More recently the correlation of serum 
cholesterol and these B lipoproteins is being 
denied by some as not sufficiently closely cor- 
related and practitioners are being advised by 
certain publications? to have B lipoprotein 
studies done on patients to determine their 
prognosis in regard to atherosclerotic com- 
plications. However Lowy and Barach® in a 
recent study of a large group of diabetic pa- 
tients reiterate that the cholesterol level is as 


good or better than the B lipoprotein mole- 
cules as a predictor of atherosclerotic com- 
plication. Doubts as to the predictive value of 
the serum cholesterol level in evaluating the 
extent of atherosclerosis in an individual and 
its value as a prognostic index of coronary 
thrombosis in the human has been expressed 
by Page, his co-authors® and by Ahrens. 

Except in cases of hyperlipemia the con- 
sistent reduction of increased serum chol- 
esterol levels by dietary measures has not 
been highly successful, At first animal fats 
were described as the incriminating agent and 
unsaturated vegetable fats were substituted. 
It was later determined that when liquid 
vegetable fats were solidified the process of 
hydrogenation produced a lipid that was as 
noxious as the saturated animal fat and hence 
margarine and superheated corn oil were 
taboo in cholesterol - reducing diets. Other 
measures to reduce serum cholesterol levels in 
humans have been advanced. Oliver and 
Boyd'° demonstrated the cholesterol lowering 
effect of estrogens and Engelberg, Kuhn and 
Steinman"! cited the effect of heparin in lower- 
ing cholesterol levels and clearing lipemia. 
Parsons and Flinn’? demonstrated the chol- 
esterol - lowering effect of extremely high 
doses of nicotinic acid. For various reasons the 
use of such methods has not as yet found any 
wide practical usage. 

Two articles recently report the reduction 
of levels of serum cholesterol in man. Far- 
quhar and Sokolow'? report consistent lower- 
ing of cholesterol levels in a group of 15 
people, 13 of whom had atherosclerosis, when 
given safflower oil, 81 grams, substituted for 
equal amounts of saturated or hydrogenated 
fat, or 18 gms, (90 ml.) B sitosterol daily 
while on their usual diet. There was an in- 
creased lowering effect when the two sub- 
stances were given in combination. In addi- 
tion these writers found there was a correla- 
tive change in the B lipoprotein levels. Noth- 
man and others'* reported a reduction in 
cholesterol levels in 21 patients who had 
hypercholesteremia when 25 ml. of a mixture 
of unsaturated vegetable oils was added to 
the usual diet. However Perkins and Wright's 
gave a group of 24 normal young men 75 ml. 


(48 Gm.) of safflower oil daily while they 


were consuming the usual American diet con- 
taining an average of 42 per cent of its calories 
in fats that were largely saturated or hydro- 
genated. Comparing the period to a control 
period there was no lowering of the cholesterol 
level in this group. Rivin and co-workers'® did 
monthly determinations for 6 to 12 months on 
a group of 10 patients with coronary disease 
who were on a diet containing 30-40 per cent 
of the calories in fat. Using 5 different lab- 
oratories they found quite a wide variation in 
results, from 172-312 mg./100 ml. of chol- 
esterol on one serum. In their own laboratory 
there was a variation of 16 per cent, more or 
less, on duplicates. Rosenman and Friedman'7 
in doing bimonthly serum cholesterol values 
on a group of 42 accountants for a 6 month 
period found a rather consistent rise of 100-125 
mg. during stress periods of 1-15 January and 
1-15 March. Of interest in relation to the 
“stress” factor as an agent in the production of 
atherosclerosis is an article by Myasnikov, a 
Russian experimenter.'® This author used one 
group of rabbits fed on a diet containing 
cholesterol, a second group fed on a similar 
diet with amphetamine added and a third 
group with phenobarbital added. All showed 
evidence of sclerosis of the aorta at autopsy 
but the amphetamine group showed more ex- 
tensive changes than group one and the 
phenobarbital group less than group one. 


Table 1: Serum Cholesterol determinations in mg. per 
100 ml. on 24 male gee not exhibiting any 


clinical evidence of atherosclerosis. 
Case Age Determinations 
5; 44 142 
2. 42 160-329-329-262-3 12-238 
8. 39 160 
4, 45 190 
5. 41 190 
6. 48 190 
7. 58 196 
8. 50 193 
9. 58 156-319-212 
10. 53 200 
Ra. 64 200 
12. 34 219-275-185 
13. 48 250 
14. 42 250 
15. 45 264 
16. 50 269 
a. 66 278 
18. 37 243-275-270 
19. 47 262-277 
20. 51 285-285-319-324 
21. 45 308 
22. 46 310-257 
23. 49 310-210-207 
24. 58 349-223-176-223 
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Because of the varied testimony and opinion 
expressed in the literature by investigators 
from large and highly placed clinics and lab- 
oratories the clinical applications in an office 
practice of the theories regarding dietary fats 
and additives of unsaturated fatty acids and 
serum cholesterol levels appeared to be of the 
ultimate importance. In an attempt to gain 
some personal experience serum cholesterol 
levels were determined on a number of private 
office patients over a period of approximately 
the past year. One or more determinations 
have now been made on 59 patients (56 white 
men, 1 negro man, 2 white women, all in mid- 
dle or later period of life) totaling 216 de- 
terminations. The Bloor method employing the 
Lietz Photrometer was used and all collections 
Table 2: Serum Cholesterol determinations in mg. per 


100 ml. on 35 cases having complications of 
atherosclerosis. 


Coronary Thrombosis: 15 males, 2 females, occurring 
previously or in year 1957-58: 


Case Age Determinations 
1. 57 156 
3. 58 156-219-243-262-257-223-257-316 
3. 49 160-216-187-174-174-222-199 
4. 68 170-150-207-200-219-177 
5. 74 180-113-140-173 
6. 66 185-190-238-192-185-177-193 
63 212-200-243-270-223-238-223-243 
8. 40 219-200-285 
9. 52 230-278-285-262-219 
10. 46 250-230-254-243-255 
58 250-278-262-278-238-223-255-195 
12. 58 
277 
13. 57 270-200-319-219-217 
14. 68 270-310-280-354 
15. 58 295-259-250-308-316 
16. 55 310-282-257-207-277-243 
17. 58 319-275-270-246-290-299 
Coronary Insufficiency: present and continuing 
18. 58 174 
19 61 180 
20. 71 185 
21. 58 190 
22. 52 235-217 
23. 66 257-270-237 
24. 78 292-257-255 
25. 54 292-300-396-379-300-223-292-409 
26. 57 300-243-270-278-243-238-190-277 
27. 57 379-262-243-300-292-180-223-193- 


207-218 


Cerebral Thrombosis: occurring in 1957-58 
28. 79 220-165-155 
29. 66 319-110-257-190-243 


Symptomatic Peripheral Arteriosclerosis Obliterans: 
present and continuing. 
59 243-165-183 


31. 49 243-270-3 10-3 10-329-292-400-243- 
290 

$2. 59 262-262-285-279-269 

33. 72 270 

34. 57 280-207-185-285-238-246-219 

35. 45 285-212-222 
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of blood were obtained in the mornings after 
a fasting period of at least 12 hours. All but a 
few determinations were done in my office 
laboratory and with only a few exceptions by 
the same technician who was personally in- 
structed and checked by an accredited clinical 
pathologist. Checks against a known standard 
were determined at sufficiently frequent inter- 
vals to control accuracy and a correction factor 
applied. This factor was always less than 10 
per cent. No attempt was made to obtain a 
real control group, but 24 of the 59 cases have 
not presented any clinical evidence of athero- 
sclerosis. Of these 24 cases without clinical 
atherosclerosis, 11 had one or more serum 
cholesterol determinations of 250 mg. or below 
and 13 cases had one or more determinations 
of above 250 mg. (Table 1) or approximately 
half in each group. The remaining 35 cases 
had definite evidence of one or more of the 
complications of atherosclerosis. Of these 35 
cases 17 had one or more determinations of 
250 mg. and above and 18 cases below 250 
mg. (Table 2), again approximately one half 
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Serum Cholesterol determinations in mg. per 100 
ml. on 8 illustrative —, taken at a yd 
monthly intervals, on a low saturated, high un- 
saturated fat diet. 
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in each group. Where several determinations 
varied above or below 250 mg. the average 
figure determined the group placement. Eight 
cases with myocardial infarction fell into the 
group with cholesterol levels above 250 mg. 
and 9 cases of infarction occurred in the group 
with cholesterol levels below 250 mg. 

Sixteen cases chosen for their motivation and 
ability to cooperate were maintained on a low 
animal fat diet with instructions to consume 
no more than three eggs weekly, nor more than 
1 pat of margarine daily, no gravies or fat 
meats and to use skimmed milk. Corn oil for 
salads and frying was prescribed and in addi- 
tion a preparation containing linoleic acid 
13.6 Gm., Vitamin B, 1.2 mg. and Vitamin E 
23 mg. per 30 ml. in amounts of 15-30 ml. 
daily was regularly prescribed for from 5 to 
12 months. The total caloric intake was ad- 
justed in each case to obtain or maintain an 
optional weight. These 16 cases had serum 
cholesterol determinations at intervals of one 
month or more for a total of 5 to 10 determina- 
tions. Of these 16 cases 12 had no significant 
changes in serum cholesterol levels and 4 cases 
showed a tendency to a lowered level but this 
has not been consistent or persistent (Figure 
1). 

Discussion: If there be truly a close relation- 
ship between the fat content of an individual's 
diet and the serum cholesterol level and the 
development of atherosclerosis with its com- 
plications, this should be of tremendous inter- 
est and of great practical value to the practi- 
tioner and to his patients. From the literature 
there appears to be little controversy that 
populations who subsist on a diet low in fats, 
and particularly animal fats, do have relatively 
low serum cholesterol levels and suffer a mini- 
mum from the complications of atherosclerosis. 
The reverse is purported to be true in countries 
where the diet is high in animal and hydro- 
genated fats and where total fats provide 35 
to 45 per cent of the total calories consumed. 
Under closely controlled conditions in a group 
of atherosclerotic patients with almost total 
substitution of unsaturated vegetable fats, with 
or without the addition of B sitosterol, it has 
been demonstrated that serum cholesterol 
levels will be reduced. In the practice of medi- 
cine this type of program would be almost im- 


possible to follow for a prolonged period of 
time in patients who have gustatory dis- 
crimination. Besides this factor the present 
cost of such unsaturated fats is prohibitive to 
all but the wealthy. Unless and until such a 
regimen provides more proof of clinical success 
it would not be acceptable to the average pa- 
tient. 

An analysis of the data collected on this re- 
ported group of patients fails to develop any 
conclusions that single or serial determinations 
of serum cholesterol levels would indicate the 
presence of atherosclerosis or its complications. 
The levels of serum cholesterol vary so widely 
in the obvious cases of atherosclerosis that 
certainly it can be said that a single determina- 
tion in any case of suspected or known athero- 
sclerosis would be of no value in determining 
what is being called the “atherosclerotic in- 
dex”. The group of 16 patients with known 
atherosclerosis who were directed to live on 
a low saturated fat diet with added unsatu- 
rated fats could not, of course, be considered 
a strictly controlled group. They were, how- 
ever, selected on the basis of their deep per- 
sonal interest and their ability to cooperate in 
carrying out the therapeutic measures. The 
data collected on this group demonstrated a 
wide variation in response of the serum chol- 
esterol levels. Although it is impossible to 
evaluate the peaks of the curves an impression 
was obtained that certainly some were re- 
lated to emotional stress in several of these pa- 
tients. 

Conclusions: In this series of 59 cases the 
level of serum cholesterol above or below 250 
mg., in single or serial determinations, has not 
reflected the presence or absence of clinical 
complications of atherosclerosis. 

A diet low in saturated and hydrogenated 
fats in conjunction with the use of corn oil and 
a preparation of safflower oil containing 80 
per cent linoleic acid in doses of 15-30 ml. 
daily failed to consistently reduce the levels 
of serum cholesterol in a group of 16 patients 
who exhibited clinical manifestations of 
atherosclerosis. 

The level of serum cholesterol found at 
various intervals has been quite variable and 
erratic in presumably normal and in athero- 
sclerotic men and because of this variability 
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the level does not appear to be of any value 
for the prognosis of the development of com- 
plications of atherosclerosis. 
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BENIGN TUMORS OF THE ESOPHAGUS 


Frank H. Gruser, M. D. 
Charleston, S. C. 


n spite of their rarity, a familiarity with 
benign tumors of the esophagus is im- 
portant because of the ability of these 
tumors to manifest themselves in odd and 
confusing ways. Failure to consider these 
tumors could lead a clinician to label wrongly 
the possessor of this easily treated lesion as 
psychoneurotic. The radiologist has misdiag- 
nosed this tumor as achalasia and the eso- 
phagoscopist has been known to overlook the 
tumor altogether. 
Incidence 
Benign tumors of the esophagus are found 
infrequently both clinically and at necropsy. 
In 7429 autopsies up to 1943 at the Mayo 
Clinic, 33 of these lesions were found.' At the 
University of Chicago in 6301 autopsies up to 
1950, only 11 were found.2 Adams and 
Hoover? reviewed the literature up to 1945, 
finding 94 and adding 3 of their own. Har- 
rington* added 6 in 1949. Myers and Brad- 
shaw® added 3 and found 39 in 1951. The 
exact number reported is impossible to de- 
termine but well over 100 cases have been 


DecemsBer, 1958 


recorded. Malignant tumors are ten times more 
common than the benign lesions. 

The leiomyoma is the most frequently en- 
countered benign tumor of the esophagus. 
This tumor is more common in males and is 
more likely to be found in the middle or lower 
esophagus. 

Polyps are second in frequency, representing 
20 per cent of all benign tumors. These polyps 
are usually composed of varying amounts of 
fibrous, vascular, or lipomatous tissue. Other 
tumors encountered in the esophagus of a 
benign nature include fibromas, hemangiomas, 
mucoceles, neurofibromas, papillomas, adeno- 
mas, aberrant thyroid cysts, and myxofibromas. 

Benign tumors of the esophagus fall into 
two groups; the mucosal tumors, which are the 
polyps and polypoid tumors for the most part, 
and the intramural tumors which lie within 
the wall of the esophagus. The common. tumor 
of the latter group is the leiomyoma arising 
from the muscle layers of the esophageal wall. 

Symptomatology 
Most reports state that benign tumors do 
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not cause symptoms, however in the case re- 
ports reviewed here slightly more than two- 
thirds of these reported cases presented with 
symptoms thought to be due to the tumor. Of 
Sweet’s® series of 47 benign tumors, 43 were 
symptomatic. On the other hand Rose7 re- 
ported a series of 49 of which only 6 caused 
complaints. Chi and Adams,? collected a series 
of 102 myomas of which only 16 had symp- 
toms. The polyp is the most likely of the be- 
nign tumors to cause symptoms. Of the intra- 
mural tumors, as would be expected, the large 
or encircling tumors are more likely to cause 
symptoms. 

Of all the symptoms attributed to benign 
tumors dysphagia is the most common, but 
dysphagia as a symptom alone is not often 
explained on the basis of a benign tumor of 
the esophagus. Of 11,000 patients studied at 
the Mayo Clinic for dysphagia only 15 benign 
tumors were found.' Aside from dysphagia, 
intramural tumors can cause pain not asso- 
ciated with swallowing. Substernal pain may 
radiate and be confused with cardiac pain.® 
Digestive symptoms such as epigastric pain, 
“gas”, heartburn, nausea, and vomiting are 
not uncommon symptoms. Hemorrhage is 
occasionally encountered and a patient has 
been known to bleed almost to exsanguina- 
tion as a result of this lesion. Bleeding comes 
about as the result of an ulceration through 
the mucosa into the tumor. 

On occasion an esophageal tumor may pre- 
sent symptoms not referable to the esophagus 
but rather to the respiratory tract as in the 
case of Garlick,® whose patient complained of 
left-sided asthmatic attacks and was found to 
have a tumor impinging on the left main stem 
bronchus. Barrett® reported a case in which 
there were no esophageal symptoms but only 
cough, dyspnea, and wheezing; the patient 
had a fibroma measuring 214 x 41% inches in 
the esophagus which was not obstructing the 
esophagus but apparently impinging upon the 
trachea. 

Mucosal tumors may produce much differ- 
ent symptoms because of the long pedicle 
which often develops. A polyp on a long pedi- 
cle may obstruct the cardia and simulate 
achalasia.'-'°-'' The esophagus above the ob- 
structed cardia dilates and the polyp itself may 


be confused with retained food. Moersch and 
Harrington' reported a patient who com- 
plained of repeated sore throat and dysphagia 
for a three year period, having during that 
time numerous roentgenologic and esophago- 
scopic examinations which were reported 
negative. When seen at the Mayo Clinic the 
patient showed mediastinal widening and 
clubbing of the fingers and the diagnosis of 
achalasia was made. The long pedicle of a 
polyp may allow regurgitation of the polyp 
into the mouth or even aspiration of the 
polyp.'°-!2.13.14 Lorimer'4 reported a case of 
an elderly man who was seen as an emergency 
by a local practitioner because of extreme 
dyspnea resulting from a regurgitated mass. 
The physician severed the pedicle and re- 
moved the mass which measured 5x3x214 cm. 
with a pedicle measuring 4 cm. in length. 
Aspirated polyps can cause dyspnea, cyanosis 
and even death from asphyxia.''-'5 In the 40 
cases of polyps collected by Totten and 
Stout,'® one-third died as a direct or indirect 
result of the polyp, and in only 3 of these fatal 
cases was the diagnosis made before death. 


Diagnosis 


A physician given the history of a fleshy 
mass regurgitated into the mouth can and 
should make the diagnosis of a polyp of the 
esophagus. The burden of proof is then on the 
radiologist and esophagoscopist to prove the 
clinician correct. Both can easily fail to offer 
this proof, as polyps are difficult to demon- 
strate by either means. Unless they are large 
polyps are often missed. These masses become 
obscured in the barium-filled lumen of the 
esophagus during the barium swallow ex- 
amination. The esophagoscopist may be un- 
able to recognize the mass of a long polyp 
within the esophageal lumen but may suspect 
its presence when the esophagus appears wide 
on x-ray examination but small by esophagos- 
copy. This discrepancy is caused by the mass 
of the polyp itself within the lumen of the 
esophagus. Polyps develop in older patients at 
the level of the cricoid cartilage from the loose 
esophageal folds which form here. The pedicle 
is probably elongated because of the vigorous 
peristaltic activity which takes place in this 
section of the esophagus.'S 
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Much easier for the radiologist to recognize, 
but not so for the esophagoscopist, are the 
intramural tumors. These are often noted in- 
cidentally on gastro-intestinal examinations. 
These show as sharply and smoothly defined 
defects arising from the wall of the esophagus 
and projecting into the barium-outlined lumen 
of the esophagus. The mucosa over these filling 
defects is intact although at times the folds 
of the mucosa over the tumor may be widened 
through stretching by the mass of the tumor. 
The margins of the defect form a sharp angle 
with the uninvolved wall of the esophagus 
above and below. This sharp angle is the most 
important feature of the benign intramural 
tumor. Tumors extrinsic to the esophagus, 
lying adjacent to the esophagus, cause a gentle 
sweeping indentation which produces a vague 
obtuse angle with the unimpinged sections of 
the esophagus above and below the mass. 
However, this rule is not completely reliable, 
as a tumor external to the esophagus but 
firmly adherent to the esophagus can give the 
impression of an intramural tumor by pro- 
ducing the sharp angle with the adjacent un- 
involved portion of the esophagus. And con- 
trariwise an intramural tumor may not always 
produce this sharp angle. Because the mucosa 
is intact intramural tumors are often not 
demonstrable by esophagoscopy as was one of 
our cases here reported.':'7 Biopsy should not 
be done, as there will be danger of contamina- 
tion through the interrupted mucosa during 
the surgical removal. 

Occasionally a large benign tumor is first 
noted on a chest film as a mediastinal mass. 

Calcifications demonstrable by x-ray have 
been reported in a large leiomyoma of the 
esophagus.® 

Mucosal lesions are seen as a polypoid mass 
in the column of contrast media or as a super- 
ficial irregularity or ulceration of the mucosa. 

Treatment 

These tumors should be removed to estab- 
lish a definite identification and to eliminate 
the possibility of malignant degeneration. 
Small tumors should be removed early to 
avoid growth to a size that could require an 
esophageal resection. Also early removal may 
avoid the difficulties encountered with ad- 
herence to the wall of the esophagus.® If pos- 
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sible the tumor should be enucleated without 
entering the mucosa of the esophagus. The 
prognosis of intramural tumors treated in this 
way is good. Of the series of 47 surgically 
treated intramural tumors collected by 
Sweet,® 37 obtained good symptomatic relief 
through surgery. In this series four had no 
symptoms before surgery. Pedunculated polyps 
can be removed with a snare applied under 
esophagoscopic guidance and the pedicle can 
be severed by surgical diathermy.' 


Case #1. A smoothly defined filling defect is noted 

in the column of contrast media, demarcated at its 

superior and inferior margins by a sharp angle with 

the normal wall. The adenocarcinoma of the eso- 

phagus lies several centimeters below this benign 
sion. 


Case Reports 

Case 1. A 50 year old male was found to have had a 
small nodule in the right middle lobe on a routine 
chest roentgenogram two years prior to admission. 
Thoracotomy was advised but refused. The patient 
remained asymptomatic until seven weeks prior to 
admission on October 30, 1957 when he complained 
of a bilateral pleuritic pain over the lower thoracic 
cage. A chest film was obtained at this time which 
showed an increase in the size of the nodule. Four 
weeks before admission the patient complained of 
dysphagia and a burning epigastric pain relieved by 
food. On admission a barium swallow showed a 
ragged infiltrative lesion just above the cardia, with 
an overhanging edge and obliteration of the mucosal 
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pattern. Two centimeters above this lesion was a 
smoothly defined defect in the outline of the esophagus 
the size of a golf ball. The impression was that two 
separate lesions were present; a tumor of the lung 
and a carcinoma of the esophagus. The smoothly de- 
fined filling defect in the esophagus above the lesion 
diagnosed as a carcinoma was thought to represent 
a mediastinal node involved with carcinoma impinging 
on the esophagus. The first operation was performed 
on November 1, 1957. Bronchoscopy and esophagos- 
copy were both negative. A right thoracotomy was 
undertaken. The right middle lobe was removed and 
a frozen section of the nodule proved it to be a bron- 
chial adenoma. The esophagus was next explored and 
a benign tumor 2.5 cm. in diameter was removed from 
the wall of the esophagus without entering the 
mucosa. This proved to be a leiomyoma. The distal 
lesion of the esophagus was found to represent an 
adenocarcinoma. The distal esophagus was removed 
and an esophagogastrostomy was performed. Meta- 
static nodules were found in the liver and were 
proven to be bronchial adenoma. Nodes removed from 
the mediastinum contained metastatic carcinoma. 

Case 2. A 39 year old female had had intermittent 
abdominal pain for twelve years. In addition to the 
epigastric pain the patient complained of substernal 
distress, “lump in the throat”, sighing respiration and 
nervousness. At this time the patient was thought to 
have had a spastic colon, psychoneurosis, and a duo- 
denal ulcer. The patient did fairly well on an ulcer 
diet until two months prior to admission, January 23, 


Case #2. These films show a sharply defined filling 
defect in the upper esophagus representing the 
leiomyoma. Notice the sharp angle that is formed with 
the normal adjacent wall of the esophagus. 


1957, when she developed nausea, vomiting, and 
epigastric pain not relieved by ulcer treatment. Radio- 
graphic studies disclosed the presence of cholelithiasis 
and a smoothly defined filling defect 2.5 cm. in 
length projecting into the esophagus for a distance of 
1 cm. This lesion was located at the level of the 
suprasternal notch. This was thought to represent a 
benign tumor, most likely a leiomyoma. When the 
patient was informed of the finding and questioned 
further she claimed moderate dysphagia for one 
month prior to admission and a feeling of food being 
delayed at the level of the suprasternal notch. On 
esophagoscopy a smoothly rounded protrusion into 
the esophagus was demonstrated 19 cm. from the 
incisors. The mucosa was intact. Because of a nodule 
palpable in the left lobe of the thyroid, surgery on 
the esophageal lesion was performed through a collar 
incision extended through a split sternum to the fifth 
intercostal space where the incision was carried 
laterally. A leiomyoma 3 cm. in length was exposed 
and enucleated through an incision in the wall of the 
esophagus without entering the mucosa. The post- 
operative course was uneventful. The patient con- 
tinued to present complaints attributed to the 
cholelithiasis. 
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CLINICO-PATHOLOGICAL CONFERENCE 
POST GRADUATE ASSEMBLY 


Greenville, S. C., April 2, 1958 
Jack C. Norris, M. D. 
Atlanta, Ga. 


The patient, J. M. S., age 58, was first observed in 
my office on April 27, 1955, referred by Dr. D. O. 
Thompson of Atlanta. 

He was a well developed man who complained of 
a bothersome skin ailment of both legs, which he re- 
ferred to as a “rash”. The malady was quite distinct 
around the ankles, and had spread in a scattering 
manner up to the knees. The “rash” appeared as 
lesions of a reddish-brown slightly elevated character 
of variable morphology. Some of the spots were very 
small, almost pin-point in dimensions, while others 
were as large as a twenty-five cent piece in diameter, 
and had bordered, elevated edges, which suggested 
an eruption of an allergic wheal-type character. There 
was considerable itching associated. My thought at 
the time was that the lesions were of some unusual 
mixed variety of skin dermatitis, possibly related to 
purpura. My impression was based upon the observa- 
tion that many of the lesions appeared to differ in 
color intensity, with small central pin-point dark re- 
active areas in them. Mr. S. stated that once before 
he had suffered a similar “rash”, but it disappeared. 
This time, however, it was of sufficient intensity for 
him to seek medical help, as it was quite disturbing. 

The dermatitis came upon this patient after a 
week-end which he had recently spent largely out in 
the open spaces. He thought perhaps that some bug 
had bitten him, because the lesions had begun around 
his ankles, and had itched badly. In about a week 
from the above dates when he came to me, the con- 
dition had spread in a disorderly fashion up to his 
thighs, and scattered small areas of a similar character 
appeared on the skin of his arms and chest. After the 
allergy, or what have we, had become distributed, 
Mr. S. then developed a low grade fever: 100-101 
degrees, had pains to occur in his wrists and finger 
joints, with slight swelling and stiffness of his ankles 
and knees. 

Mr. S. was a man of very active nature, who was 
devoted to his job, church and community. He was 
in the telephone business, had no bad habits, and was 
most reliable in character. He did not drink whiskey, 
nor had he ever been exposed to any unusual types of 
toxic agents. He had taken aspirin for headaches for 
years, how much unknown, but not thought enough 
to be intoxicating. His mother was living and while 
old, was well. His father died in early manhood from 
tuberculosis. 

Repeated interrogation of the patient brought forth 
an admission that his malady, while apparently acute 
from the skin viewpoint, was perhaps associated with 
a background in which for many months he had not 
felt as well as he usually had, but he was not 
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sufficiently sick enough to give up and to seek his 
physician’s opinion. So he kept going. 
Physical Notes: 

The physical examination of Mr. S., other than the 
appearance of his skin malady, revealed nothing to be 
out of order in the lungs, sinuses, abdomen, bones or 
prostate. Roentgenograms were negative. Blood pres- 
sure 180/90, blood cultures, serologic tests, agglutina- 
tions, L. E. cells, etc., negative. No abnormal lymph 
nodes found. Spleen not enlarged. Ankles, finger 
joints were slightly painful. when pressed upon or 
used very much, but very little swelling was ob- 
served. Orientation, good. He weighed about 170 
pounds. 

I might at this point add that the patient had long 
complained of a “one sided headache”, temporal 
region, left, which we thought to be of a migrainous 
type, dismissing it as such. 

The skin “rash”, erythema, allergy, purpura, or 
embolic phenomena on the skin areas of the body, 
whatever they were, gradually faded away after bed 
rest, leaving barely perceptible spots. He was symp- 
tomatically treated with cortisone, fever reducers, 
penicillin and streptomycin. He appeared to improve, 
but completely lost all appetite, suffered nausea, be- 
came very disturbed, nervous and could not sleep. He 
apparently was never able to pick up steam and 
started down hill, from whence he could not return. 
Laboratory Notes: 

First seen April 27, 1955—RBC, 5,010,000; WBC 
11,350; Hgb. 102. Platelets 175,000; index 1. bleed- 
time 5 min.; Coag. time 7% min.; Seg. 56; Lymphs 
36; Monos. 6; Eos. 2. 

Next April 29—WBC 13-14,000; Segs. 70; Lymphs 
22; Eos. 2.; Monos. 6. Platelets 70-100,000. Coag. tube 
20 min.; retrac. 2 hrs. Kahn negative. Sed. rate, Cut- 
ler 12 mm. 

April 30—WBC 8,550-9,300; Segs. 64; Lymphs. 32; 
Monos. 2; Eos. 2. Clot tube 20 min. L. E. cells not 
found. Blood cultures aerobic and anerobic, one week 
later-negative. Sed. rate 19 mm. 

May 5—WBC 9,750; RBC 4,870,000; Hgb. 104; 
Platelets 195-220,000; Clot slide 6; Tube 17; Sed. 
rate 21 mm. 

May 11—RBC 4,550,000; Hgb. 90; WBC 10,300; 
Platelets 150,000; Seg. 78; Lymphs 16; Monos. 4; 
Eosin. 2; Clot 22 and poorly formed 28 min. tube; 
Sed. rate 19 mm. 

May 19—RBC 4,650,000; Hgb. 100; WBC 20,000; 
Platelets 270,000; Seg. 70; Lymphs 24; Eos 2; Clot 
slide 6; Tube 12; Sed. rate 22. At this date seemed 
improved. 
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June 6—Home: RBC 4,440,000; Hgb. 94; WBC 
14,050; Platelets 200,000; Seg. 72; Lymphs 18; Monos 
4; Eos 6; Clot time 12-15 min. Agglutinins for fevers 
all negative. Sed. rate 27 mm. 

June 21—Home: RBC 4,750,000; Hgb. 94; WBC 
14,750; Platelets 190,000; Seg. 80; Lymphs 8; Monos 
8; Eos 4; Sed. rate 26 mm. Urinalysis-Albumin ++; 
RBC ++-4+4, occas. cast. 

July 8—Home: RBC 4,350,000; Hgb. 88; WBC 
16,700; Platelets 200,000; Seg. 78; Lymphs 10; Juvs 3; 
Monos 4; Eos 4; Myelo 2; Hemat. 39; Sed. rate 20-25; 
L. E. cells not found. Blood group O, Rh negative. 
Feels better. Purpura? seems lighter or improved. 
July 14—Complete urine studies AM, PM; Al- 
bumin ++ fairly numerous RBC-casts noted; Hyal. 
and epith. Sp. Gr. 1010. 

July 26—Urine positive albumin ++++; RBC 
numerous: casts noted. Casts quite conspicious. 

July 28—RBC 4,210,000; Hgb. 84; WBC 30,400; 
Platelets appear normal in number on smears; Seg. 
90; Lymps 10; Sed. rate 30 mm.; Dextrose 115; 
N.P.N. 60/65; Sed. rate 30 mm. 

General Discussion: 


Mr. S. was examined and treated for an unexplained 
hypochromic anemia in 1947. He responded. B. P. at 
that time 120/80. 

In 1948 he suffered an attack of “cold” and sore 
throat. 

In 1950 he had what his physician thought was a 
viral infection, was ill one week with “cold” and sore 
throat. 

In 1953 had sciatica. Recovered. Later in De- 
cember 1953 had another “cold” and was given 
Gantrisin for 5 days. 

1955, April B. P. 130/80. Had what dermatologist 
diagnosed as purpura simplex. Recovered. Roentgeno- 
gram of the chest at that date, negative. Urinalysis, 
negative. 

At the time of his last illness, which we have tried 
to describe in some detail for you, the patient after 
his failure to respond, was seen by consultants and in 
addition his case history was reviewed by the hospital 
staff. The discussions here were lively but brought no 
unanimous opinion as to the diagnosis: Several mala- 
dies were mentioned, such as tuberculosis, septicemia, 
purpura hemorraghica, lupus erythematosus, contact 
dermatitis, urticaria, insect bite, Hodgkins disease, 
leukemia, rheumatic fever with purpuric syndrome, 
arthritis, thromboembolism, cirrhosis of the liver, or 
possibly some form of an intoxication which he had 
absorbed and evidently had severely damaged his 
circulatory system, or a deficiency syndrome, un- 
classified. The bone marrow was unrevealing. 

I should also like to emphasize the many repeat 
blood tests, etc. and numerous other laboratory ex- 
aminations which were done on this patient. Of those 
several stand out as important, such as the constant 
rapid sedimentation rate (Cutler), the gradual in- 
crease in leucocyte count, and an increase in seg- 


menters with an erratic eosinophilic reaction in low 
numbers. His urine was of considerable interest in 
that albumin while at first was little, increased in 
quantity, and casts were always found, hyaline, granu- 
lar and mixed types, with a gradual increase in 
erythrocytes. From the very first day erythrocytes 
could be easily found in the urine. 

Terminal Notes: 

When we had exhausted our therapy and hope be- 
gan to fade and the patient apparently sensed his 
condition, he was put in the hospital so that he could 
have oxygen and intravenous aid as become necessary. 
But he went on from a badly dehabilitated condition 
to a worse one and approached semi-consciousness 
and unconsciousness. The NPN and creatinin rose 
upward to dangerous levels. His urinary output shut 
off slowly and uremia came along. There were ascites 
and pulmonary congestion. A roentgenogram a few 
days prior to exitus had this to show: 

“Very extensive splotchy density involving 3/4 

mesial lung fields, which tend to be nodular, and 

vary in size from a few mm. to a few cm. in 
diameter, and have fuzzy margins. Extreme lung 
peripheral areas not involved.” 

Impression: Severe congestion with edema. Not 

thought to be malignant. 

Mr. S. Died July 30, 1955. 

Discussion by Dr. Walter Akenhead, New Orleans— 

To give a summary of the summary, it seems to me 
that this is a 58-year old man whose illness lasted 
about 2-1/2 months roughly, that is after he came 
under observation, but we are led to believe that he 
had been sick some little time before. He felt poorly 
at least. Now, his disease seemed to be characterized 
by a rash and the description of this rash does not 
recall any particular disease. He had some sort of 
rash that varied somewhere between urticaria and 
purpura. In addition to a rash, he had fever, he had 
some arthralgia. It is not quite clear whether he had 
very much swelling. The patient said he had a little 
swelling of the joints, but the examiner did not find 
any. In any event, this man with these findings, and 
that’s about all, went on to develop rapidly progress- 
ing renal failure, evidenced by nitrogen retention, 
presence of albumin and blood in the urine and, 
eventually, I presume, anuria. His parting x-ray, after 
he was in the hospital, was said to show a nodular 
type of density that was not thought to be malignant, 
so we can ask ourselves the question, “what was the 
density of the lung due to?”. It seems to me that we 
have a couple of choices. Either this man had con- 
gestive heart failure with that shadow in the lung, or 
since it is described as a nodular type of density, and 
we are led to believe that he was uremic, one can 
think he had a uremic pneumonitis. But that is beside 
the point. That is the termination of this thing, so we 
go back to see... 

There are some laboratory findings that I think of 
at the moment—the increasing leukocytosis, and this 
variation in the platelet count excites me; you've got 
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the whole raft of platelet counts and one of them is 
a little off and there is some allusion to the fact that 
there is some clot disturbance. Maybe Dr. Gendel can 
give out on that. I believe in approaching C. P. C.’s 
as an educational exercise and in most instances I 
think diagnosis is a positive phenomena and _ the 
differential diagnosis, except for educational purposes, 
is a form of mental masturbation, because usually one 
takes a whole host of things and goes down the line 
and rules out everything. When you get through, 
“there ain’t nothing left”. But since this a C. P. C. 
and is an educational exercise, and not a contest, al- 
though at times I wonder, I should mention some 
things that come to mind. The fact that this rash 
began after the man was out in the woods, would 
make one wonder if he didn’t have some sort of 
rickettsial disorder, but I think the passage of time 
sort of takes care of that and that this man probably 
did not have rickettsial disease. I would like to say 
that the people who saw him did not think he had 
tuberculosis. I see no reason to think he did either. 
Septicemia—I presume he had some blood cultures 
and probably many blood cultures and I presume they 
were all negative, so septicemia I think we could rule 
out. Also, although it is extremely dangerous, to rule 
out subacute bacterial endocarditis as mentioned in 
our discussion yesterday. There is no reason actually 
to believe that the man had it, except that he had 
some purpuric spots and he had fever of some dura- 
tion, and eventually went into heart failure. Usually 
people with bacterial endocarditis, when they die of 
renal failure it’s sometime in the future. It is not an 
uncommon thing to cure somebody with bacterial 
endocarditis, only to have them die with renal failure 
some months afterward. I am willing to rule it out, at 
least temporarily, because of the absence of murmur, 
no enlargement of the spleen, etc. Purpura hemor- 
rhagica, that to me is a description, unless they mean 
the meningococcal type of disease, and he lived too 
long for that. One can have a chronic recurrent type 
of meningococcal infection which gives you joint dis- 
ease and gives you purpura and fever, and may have 
nodular areas beneath the skin that you can feel and 
they are tender, but I never heard of one of them 
being recurrent over a period of three months. I have 
seen them go for a couple of months but eventually 
they either get well or develop meningitis. Lupus 
erythematosus is a little exciting in the diagnostic 
possibility, but in the absence of a skin test or at 
least the LE test being negative and the fact that 
this patient had a leukocytosis, is against it. However, 
it does not rule it out. Contact dermatitis—contact 
with what? and it usually does not kill people. 
Urticaria, insect bite, I don’t know which. In Hodg- 
kin’s disease, you would expect a lymph node some- 
where, unless it were retroperitoneal and that is pos- 
sible but I do not know how we can diagnosis it or 
even suspect it, other than mentioning it. Leukemia— 
I'll leave to Dr. Gendel. Rheumatic fever with pur- 
puric syndrome is possible, but again we have no 
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reason to think that it is. Arthritis, thromboembolism, 
cirrhosis, etc. Well, I'll get around to saying what I 
think this patient had because I think one ought to 
make at least a good stab at it whether it is right or 
wrong. I think the answer to this whole problem is 
a purpuric thing and I’m going to take it for granted 
that this was purpuric, and that eventually it ended 
with renal disease and he had fever all along. I think 
that this man had some sort of vasculitis. This 
migraine history is inviting—he might have had a 
vascular difficulty there. So some sort of vasculitis on 
the order of a periarteritis nodosa or a hypersensitivity 
angiitis, I think we could consider, but since there 
was one platelet count that was down and since it’s 
also a good C. P. C. diagnosis and a “h . . . of a wild 
one”, I'm going to take a stab that this might be 
Moszkowicz’s syndrome or disseminated platelet 
thrombosis. It acts like a collagen disease with vascu- 
lar complications. Of course, I could think that this 
was a collagen disorder, but that doesn’t say very 
much because the connective tissue is the largest 
organ in the body and comprises a great part of it. 
I might add that I don’t feel at all secure in this diag- 
nosis. 

Dr. Norris: I want to thank you, Dr. Akenhead, for 
your discussion. We'll now jump on one of my old 
Atlanta heavyweights here and see what he has to 
say. Dr. Gendel. 

Discussion by Dr. B. R. Gendel, Atlanta— 

I wonder what Dr. Norris meant when he said 
“heavyweights”. 

If Dr. Akenhead feels insecure, I certainly must 
here as well. I'll try not to overlap too much of this 
discussion because he has covered many of the fea- 
tures here. I'll try to comment on a few things that I 
jotted down as we hurriedly tried to get through the 
protocol and collect our thoughts. Since I was asked 
to comment on this clotting time that was borderline, 
slightly increased, and at one time there was an 
impairment in clot retraction, I must say that I don’t 
know how to tie all this in together. An increase in 
clotting time is due to one of three causes. First— 
there is a decrease in the positive factors which pro- 
mote coagulation. Classically, this would be a decrease 
in AHG or hemophilia. Secondly, the clotting time 
may be prolonged because there is an anticoagulant. 
Thirdly, the clotting time may appear prolonged be- 
cause there is a fibrinolysin present, and if the 
fibrinolysin is so active that simultaneously with the 
formation of the clot, or in the next shake of the tube 
the clot is dissolved, you may go on with blood maybe 
completely incoagulable. So the finding of a prolonged 
clotting time brings up these three possibilities. I 
jotted these down and put down what they might 
mean. Well, I have decreased clotting factor—and I 
don’t know which of the host of things that we dis- 
cussed yesterday this might be and I have a question 
mark. The anticoagulant—if you recall, there was an 
antithromboplastin which appeared in ten percent of 
a series of patients with collagen disease, and some- 
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times in polyarteritis nodosa. Thirdly, there is the 
fibrinolytic activity on this patient. As we mentioned 
yesterday, patients with cancer may have fibrinolysin, 
particularly prostatic cancer. We also mentioned that 
patients with prostatic cancer who had fibrinolysin all 
have metastatic disease to bone. Since the chest x-ray 
was reported negatively originally and in some of 
these patients the radiologist overlooks this . . . When 
you look back later you may find something there 
that suggests metastatic disease to bone. This brings 
us down to what did I jot down here. I have down 
here as my best possibility collagen disease, poly- 
arteritis nodosa. This would explain in this patient 
one of the reasons for the rash. If you do a biopsy of 
it, this usually is some sort of vasculitis. We mentioned 
yesterday the similarity of the Moszkowicz’s syndrome 
pathologically to that of polyarteritis nodosa. This is 
a vasculitis too. Some years ago Dr. Allen in New 
York commented on insect bites that looked like 
vasculitis on histologic study. Some patients with col- 
lagen disease, particularly the dermatomyositis 
variety, which this doesn’t suggest but these things 
overlap so much that we have to be cautious—pa- 
tients with dermatomyositis frequently have coexist- 
ing cancer, so we have to keep this in the background 
of our information. He had fever. He had joint pain. 
He had kidney involvement. He had slight variable 
cosinophilia. He had lung lesions, and some of these 
patients with polyarteritis nodosa will have lung 
lesions, which may be migratory. He had sciatica and 
in polyarteritis nodosa, classically you may get a 
mono-neuritis. He had Gantrisin. Dr. Norris may 
have sucked me in on this one, but the association 
that he makes of allergy in animals, that polvarteritis 
is brought up by the Gantrisin. This seems to me to 
be the best possibility. There are a few other things 
that I thought about as they went through the proto- 
col. One was when he started having these pains in 
his wrists and finger joints, stiffness, could this man 
have a carcinoma of the lungs with a collagen disease 
coexisting, dermatomyositis, cancer, and could _ this 
be hypertrophic osteoarthropathy? I never could 
satisfactorily answer this. It is interesting that  ter- 
minally he had lung lesions. I am sure that all of us 
in our practice have seen patients who have had no 
evidence of lung cancer on x-ray and no suspicion 
(like Senator Taft) until autopsy when you find a 
little nubbin of the lesion in the bronchial tree with 
extensive metastases. So this is one thing that came 
to mind. The other thing that Dr. Akenhead asked 
me to comment on was the matter of leukemia versus 
leukemoid reaction. I would find it difficult to accept 
this as leukemia. The patient develops a slight anemia 
during the course and a progressive rise in white 
count, a progressive rise in polys. On one occasion 2 
myelocytes found. The problem of differentiating a 
leukemia from a leukemoid reaction is sometimes 
difficult, but here, I believe, this is leukemoid re- 
action and not leukemia. It is noteworthy, too, that 
patients with bronchogenic carcinoma are occasion- 


ally seen with marked hyperleukocytosis, such as this 
patient had, and that is another thing that came up 
with bronchogenic carcinoma possibility. There is one 
thing that seems to have some promise in trying to 
differentiate the difficult situation when you are dis- 
tinguishing a leukemia from a leukemoid reaction 
and that is the use of histochemical staining with alka- 
line phosphatase. Leukemic cells do not pick up alka- 
line phosphatase. Leukemoid reactions—the cells be- 
have normally and do pick up alkaline phosphatase. 
The first thing I jotted down as we came along here 
were these purpuric lesions on the legs, and since we 
heard nothing this morning about xanthomatosis 
xanthoma diabeticorum came up, and this patient 
has a blood sugar of 115. 

(I don’t know whether this is fasting,post-prandial, 
Folin-Wu or Somogyi, so I don’t know how to inter- 
pret this. (From the audience—“normal”) Then we 
can forget it. But it just goes to show you the prob- 
lems we have in interpreting laboratory data from 
time to time. A fasting Somogyi, this would be real 
high. ) 

Then, there are two other things that came up. In 
any patient who has a chronic dermatitis that itches 
and lasts and the patient doesn't get better and the 
rash recurs, one has to think of mycosis fungoides. I 
don’t know how this ties in here and I won't discuss 
mycosis fungoides any further, because I have a sort 
of a stab in the dark—you see, once in a while, I 
have been stuck on a C. P. C. once before—once 
you're stuck you don’t forget; and that is these lesions 
turned out in this last patient to be Kaposi’s hemor- 
rhagic sarcoma. This patient had Kaposi’s hemor- 
rhagic sarcoma, and this very frequently coincides 
with two other diseases—one—diabetes (we scratched 
that, though) and the other a lymphoma, a lympho- 
sarcoma. So these come back again. As far as Moszko- 
wicz’s disease which Dr. Akenhead brought up, it’s 
a good stab. I've seen my share of these patients, and 
I don’t feel that this is it because the patients usually 
have a significant hemolytic anemia. If you recall 
yesterday, we discussed this disease, calling it 
thrombotic thrombocytopenic purpura, and this dis- 
ease had a triad of (1) thrombopenia (2) hemolytic 
anemia and (3) neurologic changes, which may be 
transient or, if the patient progresses rapidly downhill, 
are permanent. I would be surprised if we found this. 
My guess is (1) this is going to be one of the collagen 
diseases and I would gather polyarteritis nodosa. I 
would not be too surprised if we wound up with one 
of these other rarities we stuck in like you do on 
2. 

Dr. Norris: Thank you, doctor. We appreciate your 
discussion. Dr. Frazier, you certainly made a wonder- 
ful talk on asthma this morning. Would you like to 
say a word or two? I believe you're looking pretty 
wise. 

Discussion by Dr. Claude Frazier, Asheville— 

In a way, this comes under the broad field of 

allergy—collagen disease. I just wanted to say that I 
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have seen one case where the patient had been taking 
a sulfa drug, with no known lesion of any kind except 
a sore throat, and had been followed in a clinic with 
no signs of rheumatic fever found; he had Aschoff 
bodies in his heart and he developed joint symptoms, 
hematuria and everything else, after taking sulfa. You 
can get a similar thing with drug allergy. The only 
thing, there is just a little longer period between 
taking sulfa and this developing. You can get it, of 
course as mentioned in the work at Johns Hopkins— 
taking a guinea pig, streptococcus was available in 
making it under the microscope look like acute 
nephritis, same appearing with heart tissue, looking 
just like rheumatic fever. I think from reading it over 
that it is a vasculitis. It seems first he had those blood 
vessels being occiuded letting through a little bit of 
edema fluid and later on blood cells and then casts. 
So, I would say one of the vasculitis diseases. 

Dr. Norris: Anyone else like to come up? Answer- 
ing questions from the audience — Fingers? No sir, 
he didn’t have any x-ray made of his fingers. No, he 
didn’t have a meningitis. I only mentioned that be- 
cause I am highly impressed with a lot of allergic 
conditions that we see, whose name I won't refer to 
right now, may come about by some allergen that the 
patient had been taking. He took Gantrisin you know 
one time, and then while his physician said that he 
was not a taker of aspirin, after talking with this man 
quite a bit, I became quite convinced that he had 
been taking aspirin in rather good quantities, possibly 
for a long time. He had a migraine headache, you 
see, and at that time I was thinking about the pos- 
sibility of some collagen disturbance. He had an 
allergen which was precipitating the thing and that’s 
the reason why I emphasize the’ migraine headache. 
The migraine headache alone is not important to me, 
but it was important to me because the person who 
has migraine headache, as we all know, real migraine 
headache, has got to have some relief. They will not 
only take aspirin, or anything, for long periods of 
time in enormous quantities unless they are warned— 
sometimes you just have to take it away from them. 
Does that answer your question? Sarcoid? No, we 
never suspected the possibility. Well, I think possibly 
one time in discussing the case, sarcoid was con- 
sidered, but just considered and that was all. 

Now, this is a summary that the pathologist informs 
me that he found on autopsy. He found, of course, he 
had a rather marked pulmonary edema, an enlarged 
heart, congestive heart failure, ascites, and chest 
effusion. There was chronic nephritis of a rather 
marked degree, but the kidneys did not appear to be 
reduced in size. My discussors here did emphasize 
something that I thought maybe they were going to 


get off on, but they just took it for granted. The 
essential findings were, of course, observed in the 
histologic section, which showed a periarteritis in- 
volving the kidneys, spleen, liver, pancreas, etc., with 
small vascular aneurysms. A conspicious aneurysm 
was found in one renal artery. The patient also, in 
his x-ray picture had an interstitial terminal pneu- 
monitis. Therefore, we felt periarteritis nodosa to be 
the malady from which Mr. S. suffered, accompanied 
with purpura, hemorrhagic and severe chronic 
nephritis, finally terminating in congestive heart fail- 
ure and uremia, complicated with the terminal pneu- 
monitis. I may also add, with all modesty and 
humility, that periarteritis nodosa was the diagnosis 
made before Mr. S. died. Someone justifiably asked 
how we arrived at that diagnosis, and I think that we 
arrived at that diagnosis largely on the basis of the 
clinical and laboratory findings that have been 
emphasized by my two heavyweights here. Largely, 
the thought occurred to us that the cause of the 
bizarre symptoms which the patient exhibited, along 
with the purpura, everything possible otherwise being 
eliminated, and nephritis came into the picture as a 
gradual disablement. It appeared that there was 
something vague afflicting this man. Something that 
was slowly destroying him, and yet we could not 
definitely put our finger on it. I think that is one of 
the most important points that I will leave with you 
today, if you have learned anything from this lesson. 
Since I am an old teacher and not a very good one, 
I want to reiterate that feeling. It appeared that there 
was something vague afflicting this man, slowly 
destroying him, and yet we could not place our finger 
on it. With so many other diseases eliminated, 
naturally we narrowed down and thought of peri- 
arteritis. Now periarteritis, known also as Kussmaul- 
Maier disease and as a polyarteritis, and necrotizing 
arteritis, is a disease of middle life, more common in 
males than females. It is a collagen disease. It may 
be allergic and is commonly manifested by fever, 
urticaria, edema, erythema with leukocytosis and 
mild erratic type of eosinophilia, followed often by 
fibrinoid pneumonia, uremia, joint pains and tender- 
ness. At times small skin nodules may be found and 
the patient may suffer from neuritis, chronic anemia, 
and a vague trend of other abnormalities. It is 
uniformly fatal. However, if detected early enough, 
with the present knowledge of new therapeutic aids, 
and the allergen be removed, and I feel very strongly 
about this, cortisone or some of these other hormones 
may control it. Thus, there is considerable hope for 
the future in the management of what has otherwise 
been known and recognized as a fatal condition. 
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recent study on the management of 
2910 cases of lymphocytic leukemia 
with chemicals'* presented the oppor- 
tunity to explore some of the limitations to 
this form of therapy. The most serious limita- 
tion to the evaluation of chemotherapy in 
leukemia is the absence of objective stand- 
ards. The hundreds of clinical reports are pub- 
lished from medical centers all over the world. 
Some are supported with detailed clinical and 
laboratory data on objective evidence of im- 
provement, while others record only the phy- 
sicians impressions of the therapy, or the pa- 
tients’ subjective response. The terms, “good 
remission”, “fair remission”, “poor response”, 
etc. carry different meanings with different 
investigators. 

Folic Acid Antagonists. Lymphocytic leu- 
kemia is less responsive to folic acid antagon- 
ists than any of the frequently employed 
chemotherapeutic agents. Of the 378 cases de- 
scribed in 51 reports 24 are found in articles 
failing to record the number of remissions. 
The 197 remissions reported give a 55% re- 
sponse to FAA therapy, but not more than one- 
third could be classed as good remissions. 
Smith'® described the response of his patients 
as showing improvement rather than remis- 
sions, and Maness'® concluded the results 
with FAA do not justify their use. A number 
of investigators describe serious toxic effects. 
Ruggeri'? reports one patient dying of hemor- 
rhage within one month after initiation of the 
therapy and Soto'7 stated that aminopterin 
hastened the end in two out of five patients. 
Wintrobe2' reported FAA therapy was contra- 
indicated in lymphatic leukemia. Only 27 
cases of chronic lymphatic leukemia have been 
treated with folic acid antagonists in articles 
covered in this survey, and the response was 
not promising. 

Radiophosphorus. Thirty-three published re- 
ports describe the management of 726 cases of 


*Furman University. 


LIMITATIONS TO THE CHEMOTHERAPY 
OF LYMPHOCYTIC LEUKEMIA 


Joun R. Sampey, Pu. D.* 
Greenville, South Carolina 


lymphocytic leukemia with P**. However, 250 
of these occur in articles failing to give data on 
the number of remissions. The 476 remaining 
cases showed 278 remissions for a 58% re- 
sponse. Half of these remissions could be 
classed as good in acute lymphatic leukemia, 
while none of the 8 chronic responded. 
Barnes' described an increase in the number 
of papules with P**. 

6-Mercaptopurine. 6-MP is a more promising 
agent for acute lymphocytic leukemia. None 
of 8 cases of the chronic form showed any 
effect, but 102 of the acute had remiss‘ons, 
and half these could be classed as good in the 
25 reports. Seventeen of the 157 cases were in 
reports not giving data on remissions, so that 
the remission rate is 73%. Gold® recently de- 
scribed three cases of hyperuricemia develop- 
ing during 6-MP therapy. Wintrobe2" listed 
this agent as contraindicated in lymphatic 
leukemia therapy. 

ACTH /Cortisone. One-third of the 305 acute 
cases of lymphocytic leukemia and one-third 
of the 155 chronic cases responded well to 
ACTH /cortisone therapy in 100 publications 
surveyed. A number of authors, however, com- 
ment on the brief and inconsistent results.2-3. 
6.11.20 Stefanini'® reported prednisone stop- 
ped the bleeding but that there was no im- 
provement in the patient’s condition. Saric'S 
reported large rectovaginal and rectoperineal 
perforations during cortisone therapy. Several 
noted lessened resistance to tuberculosis on 
ACTH therapy. Videbaek'® noted one patient 
with chronic lymphocytic leukemia grew worse 
on ACTH therapy. 

Triethylene Melamine. TEM, like ACTH/ 
cortisone therapy, resulted in 68% remissions, 
after making corrections for the reports which 
failed to give both the number of cases treated 
and the number responding (490 cases were 
treated with TEM but 19 of these were in 
articles giving no data on remissions; with 321 
remissions in 471 cases, the rate was 68% ). 
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Only 38 acute cases were treated in the 80 
articles surveyed, and only 6 of these could be 
classed as good remissions. Luhrs® described 
an epithelial carcinoma which developed 
simultaneously with TEM management of leu- 
kemia, and Ferrari warned of bone damage 
with the drug. 

Nitrogen Mustards. The total of 564 cases 
of lymphocytic leukemia treated with N- 
mustards in 90 reports is second only to P** in 
the extent of the clinical trials made, but 123 
of these appear in articles giving no data cn 
the remissions. With a record of 321 remissions 
the rate becomes 724%. Only 14 of the 564 
cases were acute, and N-mustards had little or 
no effect on these. One-half of the chronic re- 
missions were classed as good. Lamy7 reported 
severe purpura on CB 1348 therapy. 


Urethan. None of 11 acute lymphatic leu- 
kemia patients had good remissions on urethan, 
and only 20 of 109 chronic cases were complete 
remissions. Of the 125 acute and chronic cases 
24 were in papers failing to give the number 
responding, leaving 101 to give a 76% rate. 
Wintrobe2° reported no response in urethan 
therapy. 

Miscellaneous Agents. Some 50 miscellane- 
ous chemicals have been given clinical trials 
in lymphatic leukemia. Colchicines have ac- 
counted for 15 of these studies, but the re- 
mission rate of 30% is not promising, and 
Leonard® noted that colcemid aggravated the 
condition. Phosphoramides show a remission 
rate of 79%, but the total of 29 cases is too 
limited for statistical significance. The overall 
remission rate of 61% for 299 cases indicates 
that some of the agents have potential value 
in lymphocytic leukemia. 
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Case Record—A young mother concerned over a 
problem of considerable emotional impact complained 
of palpitation and other symptoms of an obviously 
functional nature. Aside from the unusual electro- 
cardiogram shown on the left, no abnormalities could 
be found on a complete cardiac examination. 

Several days later a repeat tracing was made after 
carefully checking the placement of the limb electrodes 
and the results were identical. The patient was then 
given moderate doses of quinidine for one day, follow- 
ing which the electrocardiogram on the right was re- 
corded. 
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Electrocardiogram—Both before and after quinidine 
administration the rate is approximately 95 per minute 
with a regular rhythm. The most notable feature is the 
inversion of P waves in standard leads II and III. (The 
P. waves were also inverted in aVf and upright in 
aVr.) After the medication polarity of these P waves 
is reversed to normal though the P-R interval remains 
about the same, 0.16 sec. 

The ventricular complexes also show some changes 
following quinidine, more than can be attributed to an 
alteration in the electrical axis. Particularly in lead I 
the configuration of the QRS is different—it appears 
wider, and the T waves have become flattened or in- 
verted in all three standard leads. 


Discussion—The innate rhythmicity of the heart is 
illustrated by its remarkable faculty of maintaining 
effective contractions in the absence of rhythmic 
stimuli from its normal pacemaker. Depression of the 
sino-atrial node by increased vagal tone or by 
ischemic or inflammatory damage may so retard im- 
pulse formation that a lower center takes over the 
pacemaking function of the heart. These so-called 
“escape rhythms” arise in some other area of the atria, 
in the atrioventricular node, the bundles of His, or the 
ventricular musculature itself, and their rates tend to 
be slower in that order of succession. Such ectopic 
rhythms are distinguished from the tachycardias which 
are thought to represent actual enhancement of 
activity of the ectopic focus. 

Site of the pacemaker in this case is probably in or 
near the A-V node. The control tracing is typical of 
what has been described as “coronary sinus rhythm” 
in which the impulses arise above that portion of the 
node which gives rise to the normal delay in A-V con- 
duction. The P waves therefore precede their QRS 
complexes and their reversed polarity is due to a re- 
versal in direction of atrial conduction which is up- 
ward, toward the right arm and away from the left 
leg electrode. The same considerations as to retrograde 
atrial conduction and ventricular response discussed 
under nodal tachycardia! apply in nodal rhythm. 

Characteristically the ventricular complexes are not 
altered by a shift of the pacemaker from the S-A to 
the A-V node. Perhaps the most likely explanation for 
the QRS and T wave changes seen in this case is 
aberrant ventricular conduction, the ventricles re- 
ceiving their stimuli less synchronously or along 
slightly different pathways from the node. There is 
also the possibility that the quinidine may have altered 
conduction at the ventricular level. Two other atypical 
features in this case are the similarity of rates and of 
P-R intervals before and after treatments: as a rule, 
the rate of a nodal rhythm is on the order of 40 to 80 
and the P-R interval is somewhat shorter than that of 
the normal sinus rhythm. 

The functional nature of the electrocardiographic 
abnormalities in this case is evident from the lack of 
real symptoms or signs of heart disease, the ready 
reversibility of the ectopic rhythm, and subsequent 
observation of the patient for more than a year during 
which she showed no evidence of cardiac impairment. 
Isolated nodal beats and transient nodal rhythms can 
be produced experimentally in some subjects by eye- 
ball or carotid sinus pressure, as well as by digitalis 
toxicity, and in this patient it was probably a vagal 
manifestation of anxiety. Whether or not the quinidine 
caused reversion of the rhythm to normal is uncertain. 
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Reversion has been attributed in some cases to vigorous 
physical exercise or administration of atropine or 
quinidine, but doubtless in many instances it occurs 
spontaneously—perhaps with simple reassurance. A 
diagnosis of myocardial patholegy from the initial 
electrocardiogram of this young lady might have in- 


creased her anxiety and added the complication of 
iatrogenic heart disease. 
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This Society with its long but appropriate and com- 
prehensive name has existed for more than a century, 
but there are probably only a comparatively few doc- 
tors throughout the State who have known about it. 
Besides being ancient it is probably the oldest Society 
of its kind in the country. It is singularly rare in its 
conception and operaticn and in this respect being 
perhaps unique—in the true sense of that word— 
there is no other like it in the world. 

Although this charitable organization of South 
Carolina is an unusual one it is know that there are 
similar so-called “Benevolent” Societies in this country 
and in the British Isles. There is one in London, said 
to be quite large and wealthy, which is said to be 
conducted somewhat on the lines of Group Insurance. 
There is one in Ireland which assesses each member 
to raise funds for doctors families who are in great 
financial need. There is one in New York State, one 
in Massachusetts, and one in New Jersey, and in Los 
Angeles there is a very large Society devoted to aiding 
indigent physicians and their families. This last or- 
ganization also conducts a “Home” to give temporary 
assistance to medical families. 

The Society for the Relief of the Families of De- 
ceased and Disabled Indigent Members of the Medi- 
cal Profession of the State of South Carolina originated 
in Charleston, and for purposes of brevity has been 
known to its membership as the “Widows and Orphans 
Society.” The purpose, as set forth in the Act of In- 
corporation, is as follows: “That the principal end of 
the said corporation shall be, to succor and maintain, 
and relieve the families of deceased and disabled in- 
digent members of the Medical Profession of the State 
of South Carolina, members thereof, in such manner, 
and according to such rules and regulations as they 
may see fit to establish.” 

Dr. Archibald J. Buist, in his history of the Society 
which -he-read at its Centennial Meeting in 1948, was 
unable to obtain from available records the circum- 
stances which led to the birth of the Society nor was 
he able to ascertain the names of its founders. It is 
concluded from such meager data available that dur- 
ing the siege of Charleston in the course of the war 
for Southern Independence that the charter, the 
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minute book and most of the historical records were 
“destroyed in flames by Sherman’s army in the course 
of the infamous march through the State.” The 
Treasurer's books and papers were by some miracle 
held in Charleston and thus saved. These records 
proved the most valuable source for the compilation 
of Dr. Buist’s excellent history. 

A perusal of this history and reviewing the Con- 
stitution and By-laws of this ancient benevolent or- 
ganization would establish the justice of the attribute 
of being unique. 

Although the founding fathers are not definitely 


-known, their wisdom and business insight excites 


one’s imagination and as they were all undoubtedly 
quite poor their generosity and kindness wins ad- 
miration. 

Here are a few quotes from The Constitution and 
By-laws: 

“Any person of good moral character may be ad- 
mitted a member of this Society.” 

“The Society's aid is designed solely for distressed 
families of deceased or disabled members of the Medi- 
cal Profession in the State of South Carolina.” 

“The names of benefactors of this Society shall be 
honorably mentioned in the journals of the same.” 

“No monies belonging to the Society shall be loaned 
to any member thereof.” 

“The members of the Society shall annually as- 
semble and dine or sup together in the City of 
Charleston on the second Wednesday in January.” 

“Not less than one-fourth of the annual income 
shall be placed in the permanent fund for investment.” 

The Society is managed by a standing committee 
composed of the officers of the Society and eight other 
members all of whom are elected annually. 

Its particular function is to safeguard the funds of 
the Society and to arrange for distribution of its small 
bounty to those medical families who are in need of 
financial assistance. No one in need of assistance has 
to apply for it .A sub-committee, known as the “Com- 
mittee on Bounty,” makes necessary investigations and 
makes recommendations to the Standing Committee. 

The chief source of revenue is from the dues of the 
active members. Very few donations have been re- 
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ceived. The annual dues have always been small and 
as a result the principal sum held for investment has 
necessarily been slow in its growth. Due to careful 
management of able treasurers the treasury now 
boasts about $25,000. Returns from this and from the 
annual membership dues made it possible to dis- 
tribute each year $500 to $600 to those families of 
unfortunate colleagues. A much bigger endowment 
is imperative if this ancient Society is to properly 
fulfill its mission. 

At its last meeting, upon recommendation of the 
Standing Committee, the Society decided to make 
its aims and purpose more widely known to the pro- 
fession of the State with a view of affording such 
physicians an opportunity to join, making it a state- 
wide Society in fact as well as in name. 

It is quite possible that the founding Fathers, in 
addition to their more serious and charitable motives, 
had in mind making its only meeting a pleasurable 
one or else they felt that the social aspect was neces- 
sary to maintain the interest of the members. However 
that may be the by-laws require that the members 
shall “sup or dine” together on the second Wednesday 
in January each year. 

The wisdom of the social aspect has made these 
annual gatherings a “medico-social” event in Charles- 
ton. There is usually a large turn out of doctors and 
lay members. A large number dress for the occasion 
at the urge of the President but evening dress is not 
mandatory. Post-prandial entertainment is by talent 
from the membership and is arranged by a program 
committee. Group singing is the most popular part of 
the program. 

At its annual meeting new members are initiated. 
At one time in its history it is stated that this initia- 
tion program became somewhat ribald and rough on 
the candidate. In recent years, however, a more 
dignified procedure is carried out though still not 
without a touch of gaiety. The candidates are brought 
before the President who extoles the virtues and aims 
of the Society, requests the candidates to repeat its 
long name, requires them to sing “A Pie Sat on a Pear 
Tree,” after which they drink a toast to the health 
of the Widows and Orphans and make a fervent hope 
that none of those they leave behind will need the 
Society’s bounty. 

During the recent past a rather interesting event 
occurred when ambiguity was found in the Act of 
Incorporation passed by the Legislature in 1849. 

“The ambiguity, which halted planning on an aid 
project last year, appeared in Section 11 of the 
society's incorporation acts, which read: 


“... the principal end of the said corporation shall 
be, to succor and maintain, and relieve the families of 
deceased and disabled indigent members of the Medi- 
cal Profession of the State of South Carolina, members 
thereof, in such a manner .. .” 


Some members of the relief society contended that 
the words “members thereof” meant members of the 
Society. Others interpreted the “members thereof” as 
members of the medical profession. The president 
asked four judge friends for informal rulings. The 
judges split, 2 to 2 on their interpretations. The presi- 
dent then asked eight lawyers for their unofficial 
opinions. This time the score was 4 to 4. Shortly there- 
after a state senator introduced the bill amending 
Section 11 to make the incorporation acts to read,” 

. members of the medical profession of the State 
of South Carolina. . .” 

This change, along with the appropriate changes in 
the by-laws now enlarges the area of service of this 
ancient benevolent organization. 

The Society now has a membership of 162 and 
about 15 of them are interested laymen. No serious 
attempt has been made to recruit lay members. Many 
of the medical members feel that this would be shift- 
ing some of the responsibility. However there are no 
restrictions in the by-laws. 

The medical profession of the State will be sent 
application forms should any desire to participate. 
Efforts, too, are being proposed to increase the invest- 
ment fund by other means than membership dues. 
None of the plans has matured as yet. 

With its meager funds the Society has been able to 
give only token help to those beneficiaries in need. 
Throughout the past century this token help has been 
gratefully received and added to the comfort of many 
worthy people. Should its assets be augmented by in- 
crease in membership and by other plans, greater use- 
fulness and a more adequate fulfilment of its principal 
end—to succor and maintain and relieve the Families 
of Deceased and Disabled Indigent members of the 
Medical Profession of the State of South Carolina. 

Dr. Buist closed his 1948 resume of the history of 
the Society with this thought: . . . “to my knowledge 
and belief it is one of the few organizations an in- 
dividual can join with the fervent hope that not one 
cent of any money contributed by him will ever have 
to be made available to any of those near and dear 
to him, and that the sole benefit from his membership 
will be derived from the camaraderie of the annual 
banquet.” 
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CANCER PROGRESS—TRUTH 
OR FALLACY 


FRANK L. Geicer, M. D.* 
Columbia, S. C. 


he State-Aid Cancer Clinics maintain 
6 a cancer registries which record every 
cancer patient, private and public, in- 
patient and out-patient, upon whom the diag- 
nosis of cancer is established. According to 
these registries, 2,515 new cancer cases were 


55%, negroes 31%) and in the private pa- 
tients 61% (whites 64%, negroes 37%) had 
early cancer. 

Listed below by sex are the 10 most frequent 
types of new cancer cases diagnosed and 
treated in the clinics and by private physicians 


FEMALES 


CLINIC PATIENTS 


PRIVATE PATIENTS 


Site Total _—Lecalized % Localized ‘Site Total Localized % Localized 
1. Cervix 253 126 50 | 1. Skin 166 161 97 
2. Breast 143 48 33 2. Breast 121 67 51 
3. Skin 121 106 88 3. Cervix 217 88 69 
4. Other sites 47 12 26 4. Colon 50 12 24 
5. Fundus of uterus 31 16 - 52 5. Ovary 39 16 41 
6. Buccal cavity & 6. Fundus of uterus 30 15 50 

pharynx 25 13 52 7. Buccal cavity & 
7. Stomach 20 0 0 pharynx 20 14 70 
8. Ovary 19 3 16 8. Urinary organs 18 12 67 
9. Urinary organs 15 8 53 9. Rectum 18 8 44 
10. Esophagus 14 5 36 10. Other sites 17 9 53 

MALES 
CLINIC PATIENTS PRIVATE PATIENTS 

_ Site Total Localized % Localized Total Localized % Localized 
1. Skin 152 142 93 | 1. Skin 200 161 81 
2. Buccal cavity | 2. Prostate 72 54 75 

& pharynx 64 25 39 | 3. Respiratory system 40 1 3 
3. Respiratory system 56 8 14 4. Other sites 35 17 49 
4. Prostate 40 12 30 5. Buccal cavity 
5. Other sites 38 7 18 & pharynx 34 28 82 
6. Stomach 31 5 16 | 6. Urinary organs 30 18 60 
7. Urinary organs 20 9 45 7. Colon 25 4 16 
8. Colon 19 2 11 8. Stomach 22 2 ~ 9 
9. Esophagus 17 1 6 9. Rectum 9 2 22 
10. Leukemia 16 0 0 10. Pancreas 9 2 22 


diagnosed and treated in 1957. One thousand 
two hundred ninety-six (1,296) (765 whites 
and 581 negroes) new cancer cases were 
treated by the cancer clinics and 1,219 (1,109 
whites and 110 negroes) new cancer cases 
were treated by private physicians in the 
eleven (11) hospitals maintaining cancer 
registries. In the cancer clinics 45% (whites 


*State Board of Health. 
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in 1957. Your attention is especially called to 
the percentage of localized cases by sites. 

The above tables reflect in general that 
there is little difference in the types of cancer 
handled in the cancer clinics and in private 
practice. However, as is to be expected, the 
percentage of early cancer was greater in 
private practice. The number of patients with 
localized cancer of the gastro-intestinal tract 
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and respiratory system was exceedingly low 
in males and females, in both clinic and 
private practice. Cancer of the reproductive 
organs was the most frequent type occurring 
in females. Six out of ten cancers of the female 
genital organs were early lesions in the private 
patients. Fifty-one percent and 33% of 
females with cancer of the breast in private 
and clinic practice had localized disease. 

One cannot philosophize or conclude from 
the above figures. Nevertheless, it seems safe 
to state that progress in cancer control from 
the standpoint of decreasing mortality from 
cancer of the breast and genital organs in 
females can be expected. To accomplish this, 
earlier diagnosis of cancer of these organs is 
imperative. There are indications that the 
latter objective can be reached through routine 
vaginal examinations including cytologic 
studies and careful inspection and palpation 
of the breasts of female patients. 

In males, since the incidence of cancer cf 
the lungs is increasing and the number of 


Serum Cholesterols in An Office Practice 
(Continued from Page 443 ) 

12. Parsons, W. B., Jr., and Flinn, J. H.: Reduction 
in elevated blood cholesterol levels by large doses 
of nicotinic acid, J.A.M.A. 165:234, 1957. 

13. Farquhar, J. W., and Sokolow, M.: Response of 
serum lipids and lipoproteins of man to beta- 
sitosterol and safflower oil, Circulation 17:890, 
1958. 

14. Nothman, M. M., and Bellin, L. and Proger, S.: 
Effect of certain unsaturated fatty acids on serum 
lipids. (Read at the American Heart Association, 
Chicago, Illinois, October, 1957) 

15. Perkins, R., Wright, I. S., and Gatje, B. W.: 


cases of gastro-intestinal cancer continues to 
be high, the immediate outlook for a decreas- 
ing mortality in this sex is not too favorable. 
Even with improved educational approaches 
to motivate males to have routine physical ex- 
aminations, unless diagnostic tools and tests 
for the detection of early cancer of the lung 
and gastro-intestinal tract are refined or new 
more effective ones become available, the‘r 
future will continue to be hazy. Nevertheless, 
we must routinely do rectal examinations (this 
should also be a part of our routine in female 
patients ), palpate the prostate, do gastro-in- 
testinal studies in selected cases (these are 
mandatory in patients with unexplained 
anemia or bleeding and changes in bowel 
habits) and request chest roentgenograms on 
male patients 45 years and over. Persistence 
in these routines detects and will continue to 
detect some early cancers of these organs. Yes, 
progress is being made against cancer in this 
state, 


Effect of safflower oil emulsion on serum chol- 
esterol levels in young adult males, J.A.M.A. 166: 
2132, 1958. 

16. Rivin, A. U., Yoshino, J., Shickman, M., and 
Schjeide, O. A.: Serum cholesterol measurement— 
Hazards in clinical interpretation, J.A.M.A. 166: 
2108, 1958. 

17. Friedman, M., Rosenman, R. H., and Carroll. 
V.: Changes in the serum cholesterol and blood 
clotting time in men subjected to cyclic variation 
of occupatoinal stress, Circulation 17:852, 1958. 

18. Myasnikov, A. L.: Influence of some factors on 
development of experimental cholesterol athero- 
sclerosis, Circulation 17:99, 1958. 
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PRESIDENT’S PAGE 


In the practice of medicine a physician should limit the source of his professional income 
to medical services actually rendered by him, or under his supervision, to his patients. His fee. 
should be commensurate with the services rendered and the patients’ ability to pay. He should 
neither pay nor receive a commission for referring patients. Drugs, remedies, or supplies may 
be dispensed or supplied by the physician, provided it is in the best interests of the patient. 


Combined billing procedures are unethical because it may tend to induce fee-splitting, 
jeopardize doctor-patient relationship, provide an opportunity for excessive fees, and interfere 
with free choice of consultants. Physicians practicing in groups, however, may present joint 
bills, but these must be divided in proportion to the value of services contributed by each in- 
dividual participant. 


It is perfectly ethical for any member of the profession to dispense drugs, remedies, or sup- 
plies to their patients provided they do not receive rebates, kick-backs, or excessive profits 
from them. We should always keep the idea of maintaining good relations with the public and 
individual patients by rendering bills commensurate with the value of the services rendered 
and the financial ability of the patient to pay. 


From the above discussion it can readily be seen that a physician can ethically own stock 
in pharmaceutical concerns or in stores provided there is no exploitation of his patients or no 
subterfuge is employed and no unusual control is exercised upon the company by the doctor 
owning the stock. 


During the past few years our relations with the public for many reasons have been at a 
low ebb, and it behooves all of us to put our shoulders to the wheel and work for the better- 
ment of our position in the public eye. Esvecially should we line up solidly behind our Blue 
Shield Plan, thereby making it work for the best interests of the patient and physician alike. 
In the minds of some of our members it is far from perfect, but, at the moment, it is the best 
we have. Many of its objectionable features have been recently removed, and with the co- 
operation of the entire profession it can be made to work for the betterment of all concerned. 
Last, but by no means least, it wil] act as our strongest deterrent to socialism. Never forget for 
one minute that socialism is not a dead issue. 


The holiday season is fast approaching. May it be a healthy as well as a happy one. To each 
and every member of the Medical Association I send greetings. Best wishes for a Merry 
Christmas and a very Happy New Year. 


R. L. Crawford, M. D. 
President 
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Editorials 


THE FORAND BILL IS STILL 
THREATENING 


This Bill with all its objectionable features 
will come up again in the next session of 
Congress. Labor organizations are already 
working hard toward its passage, as is an- 
nounced in a pamphlet recently issued by the 
A.F.L.—C.1L.O. This Bill is ranked second in 
the list of seventeen legislative objectives 
which these organizations intend to promote; 
the only priority is given to the Taft-Hartley 
Act, which Labor hopes will have a complete 
overhaul. 


Surely by now all medical men are aware of 
what the Forand Bill provides, i. e. hospitaliza- 
tion and surgical care for all social security 
beneficiaries. The extremely high cost of such 
provision, and the undoubtedly bad effects on 
medicine by way of the tremendous promotion 
of socialization of medicine would certainly 
seem to be arguments which we must push in 
an effort to defeat what to all sound medical 
people appears to be an extremely bad piece 
of proposed legislation. 

It does not seem likely that the study of the 
care of the aged recommended by the House 
Ways and Means Committee to the Depart- 
ment of Health, Education and Welfare will 
have been completed by the time that Con- 
gress convenes again. In that event, it is likely 
that the legislation will come up for considera- 
tion fairly early. Certainly it behooves every- 
one of us to do all that we can toward in- 
fluencing our representatives in Congress to see 
the difficulties which the passage of this Bill 
would bring about, and to do all that is pos- 
sible to influence them to vote against the 
measure. 


THIRTY YEARS AFTER PENICILLIN 


In October of this year there was held in 
Washington an important meeting and dis- 


cussion of antibiotics. From it came news of 
new and successfully-used varieties of anti- 
biotics and a considerable amount of informa- 
tion on other substances which combat in- — 
fection. 

Since penicillin came to our knowledge 
there has been developed a long line of anti- 
biotic substances, of which only relatively a 
few have proven effective and safe at the same 
time. The search for better antibiotics con- 
tinues vigorously, and every little whilesa new 
one is found which is prepared to offer greater 
advantages than some of the older types. With 
our constantly recurring problem of the de- 
velopment of resistance to the common varie- 
ties of the antibiotics, it is important that we 
produce new substances with which the patho- 
genic organisms have not become so casually 
familiar. The current gathering feeling that 
antibiotics have been used much too widely 
and too often unnecessarily in the past is a 
healthy promise that the development of re- 
sistance will not be so readily accomplished as 
it has been over the recent years, 

Most encouraging reports were made at this 
meeting on the efficacy and lack of toxicity of 
a new derivative of erythromycin. This sub- 
stance has been used in clinical trials in a 
number of cases and was found to be highly 
effective and lacking almost completely in side 
effects. It is more uniformly absorbed, pro- 
duces a more predictable response, and is well 
tolerated. It seems to be considerably more 
effective than the older erythromycin or 
oleandomycin. 

The drug of choice in severe antibiotic-re- 
sistant staphylococcus infections is new vanco- 
mycin, according to a study by Kirby and his 
associates at the University of Washington. 
They reported that ristocetin and kanamycin 
are definitely less active than vancomycin in 
vitro, according to comparative studies. In 
thirty patients with severe staphylococcus and 
streptococcus infections, results were generally 
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considered to be excellent and often dramatic 
in instances in which other antibiotics had 
failed. Dosage was 2 Gm. daily for ten days 
and 1 Gin. daily thereafter. No vancomycin- 
resistant staphylococci have been encountered 
by the investigators, and relatively few side- 
effects were observed. 


During the panel discussion on the subject 
of the status of available antibiotics for use in 
staphylococcus diseases, it was agreed that 
vancomycin is most effective. It appears to 
work in lower concentration, it is more bac- 
tericidal, provides high effective blood levels, 
and has minimal side effects. 

There was definite agreement among the 
members of the panel in respect to the use of 
antibiotics that a single substance was prefer- 
able to combinations, and they also agreed that 
fixed combinations are not practical. This is a 
feeling that many people have had since there 
was little opportunity to vary the doses of the 
several ingredients where the combinations 
are in fixed form, The panel also felt that the 
routine use of antibiotic prophylaxis in surgical 
proceedures was not advisable except in cer- 
tain selective cases, as antibiotic prophylaxis 
in no way serves as a substitute for aseptic 
technique. 


THE BEDSIDE NURSE 


A recent article in The Modern Hospital en- 
titled “Wanted: Nurses Who Carry Their Own 
Lamps” makes a number of pertinent points 
about the current situation in nursing. The 
reference in the title is, of course, to Florence 
Nightingale and the early nurses who were 
strictly bedside attendants. 


Present educational tendencies in nursing 
have carried the current crop of trainees rather 
far away from the older concept of the bed- 
side ministrations to the newer idea of able 
administration as the prime responsibility of 
the nurse. Modern intracacies of hospital op- 
eration and medical techniques have de- 
manded that the nurse receive a different type 
of training from that which was in vogue not 
too many years back. Current training then is 
rather in the direction of making the graduate 
nurse an administrator and supervisor rather 
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than a person who will actually work at the 
bedside of the patient. There is no quarrel 
with the thought that the first type of nurse is 
quite essential, but there is a contention that 
not all nurses are fundamentally suited to 
reach the positions at which they are being 
thrown, and that there is still a tremendous 
lack of the nursing care which is essential to 
the well-being of the patient rather than to 
the smooth operation of the hospital or the 
benefit of the nursing profession itself. 

This is not the fault of the present day stu- 
dent nurse. It is estimated that probably only 
about 30% of the nurses now trained are really 
equipped for administrative and responsible 
supervisory positions, and perhaps it is not 
wise to assume that the individual is neces- 
sarily made competent by a more involved 
course of training. Even in training a nurse 
spends far less time at the bedside than she 
did some years ago. 

A suggestion has been made that there be 
three types of nurses for hospital work. First 
there would be the practical nurse, who has a 
brief training and is allowed only small re- 
sponsibility. Next there would be the bedside 
nurse who would have longer training, say 
two years, with emphasis on the actual tech- 
nique of bedside nursing and not too much of 
the indoctrination necessary for the administra- 
tive type of nurse. Then at the highest level 
there would be the administrator-nurse who 
would be a fundamental part of the whole ad- 
ministrative system of the hospital, and would 
have the heavy responsibility of management 
and direction of other members of the nursing 
staff. Such a proposal sounds quite reasonable, 
and certainly in these times of scarcity of 
nurses it is important that any proposition be 
considered in an effort to remedy this un- 
satisfactory condition. 

It would seem to be time that doctors and 
nurses should get together to work out some 
over-all scheme for supplying a great need. 
The Massachusetts Hospital Association has 
already voted that the Approving Authority 
for Schools of Nursing give full consideration 
to the establishment of a two-year Regional 
Nursing School Program. 
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STOOL GAZING 

An article appearing in the British Medical 
Journal with the title above views without 
regret the passing of an art which appears to 
have arisen largely with the development of 
modern pediatrics. The author describes the 
rise and fall of what he calls the cult which 
was at one time dignified with the name of 
Clinical Coprology. He describes the eager 
pediatrician bending over the excreta of the 
infant with the enthusiasm and presumed 
diagnostic knowledge of a Babylonian priest 
inspecting the liver for prognostic signs. He 
describes the minute inspection of the stools 
which was a part of regular clinical rounds on 
pediatric hospital wards and speaks of the 
various and sundry contents of the infant's 
foods which were supposed to give character- 
istic and important changes in the movement 
of the bowels. At one time fats were blamed 
for peculiar appearances; at another protein 
was responsible for unusual deposits, and vari- 
ous noxious elements in the milk were de- 
scribed from time to time. Now after some 
seventy years of supposed importance, the art 
of divination from the stool seems to have de- 
clined to a point where it is only of minor 
interest to the man in the laboratory. 

Being a pediatrician, the editor must admit 
that much of what is said in this very amusing 
as well as accurate article is quite true. He can 
recall a considerable amount of squinting and 
sniffing on the part of his fellow physicians, 
and he can recall considerable interest in 
whether or not the bacteria were Gram-nega- 
tive or Gram-positive or what not. He can also 
agree with the writer that the passing of this 
ritual and the decline of the cult are probably 
wholesome things. However, he is not willing 
to put the onus of the whole now apparently 
futile business on the pediatrician, or to admit 
that it was a mere seventy years ago when the 
customary inspection began. In evidence he 
presents here a print whose date is about 1860 
or earlier which depicts the very active inter- 
est on the part of a physician in the nether 
products of his patient. Perhaps the pediatri- 
cian developed a keener interest and brought 
the process to a finer state of such perfection 
as it might enjoy, but he has only taken a leaf 
from the book of some of his early predeces- 


sors. At least he has had the good judgment to 
abandon, or nearly so, the routine which was 
certainly not productive of stimulation of the 
esthetic sensation. 


CORRESPONDENCE 


Dr. Joseph I. Waring, Editor: 

I am enclosing a copy of an operations bulletin, re- 
ceived by the Medical Advisory Committee to Selective 
Service. It might be of interest to the doctors of the 
state, particularly because a number of doctors will 
be ordered up for examination. The ones to be ordered 
up are those over twenty-six years of age who have 
not been examined, and a _ re-examination will be 
made of all IV-F registrants. Unless some change is 
made, only those under twenty-six years of age, un- 
married, who are eligible under the regular draft, 
need be concerned with any early call. The reason for 
the pre-induction examination on those over twenty- 
six, and the re-examination of present IV-F’s, is to de- 
termine how many would be available if special call 
is necessary. I thought this might be of interest. 

Sincerely yours, 
Frank C. Owens, M. D. 
Chairman, Medical Advisory Com- 
mittee to Selective Service 


Columbia, S. C. 


Dear Dr. Waring: 

As Chairman of the Committee on Arrangements 
for a Sectional Meeting of the American College of 
Surgeons, to be held at the Francis Marion Hotel in 
Charleston, January 19-21, 1959, I am writing to ex- 
tend a cordial invitation from the Fellows of the Col- 
lege in Charleston, to members of our state associa- 
tion, to attend this meeting. 

The program will include hospital clinics and 
sessions at the headquarters hotel. Some of the hotel 
sessions will feature a wide variety of papers on sur- 
gical subjects, panel discussions on Arterial Occlusive 
Disease, Management of Gastrointestinal Hemorrhage, 
and another on Abdominal Emergencies. Symposiums 
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will be conducted on Cancer and Trauma. Luncheon 
sessions will be conducted at which participants in the 
morning programs will be expected to answer questions 
from the audience and to enlarge upon the subject 
matter covered in their morning presentations. 

A reception and dinner will be held for visiting sur- 
geons and their wives, at which Mr. Augustine T. 
Smythe will be the guest speaker, and sight-seeing 
tours and other attractions will be scheduled for the 
visitors. 

The surgeons in Charleston would be delighted to 
see good representation from our state in attendance 
at this meeting. 


Sincerely yours, 

Kenneth M. Lynch, Jr., M. D., F.A.C.S. 
Chairman, Advisory Committee on 
Arrangements 


October 10, 1958 
Dear Dr. Waring, 

Under separate cover I am submitting a_ brief 
article for publication in the Journal, if, of course, 
you deem it worthwhile. The purpose of this article 
is to invite the attention of the profession of the State 
to a very important but little known old Society, the 
membership of which now largely comes from the low 
country. 

I would like this fine ancient organization to be- 
come a State Society in fact as well as in name. The 
name of the crganization is “The Society for the 
Relief of Families of Deceased and Disabled Indigent 
Members of The Medical Profession of The State of 
South Carolina”, known to the membership as “The 
Widows and Orphans Society”. 

There are few requirements fcr admission. Rule 11 
Section 1 of the By-laws states “Any person of good 
moral character” is eligible. “Application must be by 
letter directed to the President and Members which 
letter may be offered to the Standing Committee and 
if approved by them, such candidate shall be ballot- 
ted for—and if there appear a majority of votes in his 
favor he shall be declared duly elected and subject to 
the laws of the Society; PROVIDED, the said election 
be confirmed at the annual meeting, at which meet- 
ing, letters applying for admission shall also be con- 
sidered and acted upon.” 

The dues are $10.00 a year. 

As President it will give me great pleasure to 
endorse the applications of any physicians in our State 
who may be interested in the aims of our Society. 
However, they must be of “Good Moral Character.” 


Very sincerely, 
W. Atmar Smith, M. D., 
President. 
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NEWS 


SOUTH CAROLINA SURGEONS 


Seven South Carolina physicians were among the 
1,100 have been inducted as new fellows of the Amer- 
ican College of Surgeons. 

The cap and gown ceremonies climax the annual 
five-day clinical congress of the world’s largest or- 
ganization of surgeons. 

Those accepted from South Carolina were Drs. 
Carroll W. Bowie, Anderson; Howard A. Baker, Navy 
commander from Beaufort; Jennings K. Owens, Jr., of 
Bennettsville; Henry Donato, of Charleston; Gerald A. 
Barnaby, of Columbia; Lewis M. Davis, of Greer, and 
Albert J. Baroody, of Florence. 


Dr. Julian E. Atkinson has announced the opening 
of offices for the practice of general medicine and 
surgery in Wyattsville. 

Dr. Atkinson is a native of Edgefield and a graduate 
of The Citadel and the Medical College of South 
Carolina. After completing his medical schooling in 
1955 he interned at the Milwaukee County Hospital. 

Dr. Atkinson has just completed two years of service 
with the U. S. Army in Formosa, leaving there in 
early September. 


Leta J. White, M. D. announces the opening of her 
office at 228 College Drive in Gaffney, South Carolina. 
Practice limited to pediatrics. 


PUBLIC CAMPAIGN FOR POLIO 
VACCINATIONS TO BE RESUMED 
THIS WINTER 


The Public Health Service has decided to resume 
the public educational program aimed at getting more 
people inoculated with the Salk poliomyelitis vaccine. 
The reason is that the drive of last winter and spring 
has fallen short of expectations. In the words of 
Secretary Flemming, “. . . we have not made nearly 
the progress we could and should have made during 
the year—a year in which for the first time there was 
no shortage of vaccine at any time in any area.” 

Upshot is that Advertising Council will again carry 
out a promotion campaign, with the cooperation of 
the American Medical Association, the National 
Foundation, state and local health departments and 
private groups. 

Surgeon General Burney of Public Health Service 
made a report on the 1958 polio season with these 
highlights: 

Of the population under age 40, about 53% has 
not had the basic three injections, and over a third 
has had no vaccine at all. There were 1,815 cases of 
paralytic polio during the first nine months of the 
year, 258 more than in the same period in 1957. 
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Cited as a disturbing factor was that in six states 
(Michigan, New Jersey, Virginia, Texas, West Vir- 
ginia and California) the majority of paralytic cases, 
416 out of 781, were among children under five. Of 
these 416, four out of five had had no vaccine. 

There is mounting evidence that incidence of polio 
is increasing in lower socio-economic groups. Mr. 
Flemming blames this on apathy, not any “insur- 
mountable financial obstacles.” He pointed out funds 
were available from a number of sources and that the 
AMA has encouraged state and local societies to or- 
ganize community clinics and provide vaccinations at 
minimal cost. 

The increase in the number of paralytic cases is no 
reflection on the efficacy of the vaccine. During the 
3% years of use, effectiveness rate has held at be- 
tween 60 and 90%. Nor is there any evidence that 
properly vaccinated persons are losing their immunity. 
Both Mr. Flemming and Dr. Burney expressed 
doubts over the need for any compulsory program of 
vaccinations for polio. 


STATE HEALTH OFFICERS TOLD OF 
LONG-RANGE HEALTH PLANNING IN HEW 


In an address to the Association of State and 
Territorial Health Officers, Secretary Flemming dis- 
closed he was considering some long-range studies on 
national health objectives. While still in discussion 
stage, it is understood the planning may take the 
form of another Bayne-Jones-type report. This study, 
released last summer by a group of consultants to the 
secretary of HEW, proposed major advances in spend- 
ing for medical research and education. 
Asked about the level of Hill-Burton hospital con- 
struction spending for the next fiscal year, Mr. Flem- 
ming recalled that the record high total of this year 
($187 million) was voted as an anti-recession move, 
and that economic conditions have improved. The 
inference was that a lower figure might be asked of 
Congress next January. 
Dr. Leroy Burney, PHS surgeon general, reported: 
(1) Asian influenza outbreaks can be expected again 
this winter but probably with fewer cases; a new 
polyvalent vaccine has been developed for the dis- 
ease, (2) early in December the first full report of the 
continuing National Health Survey will be released, 
with promises of some “interesting” data, (3) PHS 
hopes to have bids out and ground broken by spring 
on the $6.9 million National Library of Medicine 
building at Bethesda, Md. 
STATE BOARD OF HEALTH 
MINUTES 
September 17, 1958 
Mr. James M. Daniel and Mr. William H. Duncan, 
along with Mr. S. J. Ulmer, Jr., Administrator of the 
Hospital Construction Section presented recommenda- 
tions on which the following actions were taken: 
(4) It was moved by Dr. King, seconded by Dr. 


Platt, that the recommendation of the Hospital Ad- 
visory Council that the 1958-1959 Hill-Burton allot- 
ment and the 1957-1958 Reserve in the amount of 
$3,912,250.52 be earmarked for construction per- 
centage wise to the following categories in the amounts 
stated: General $3,208,045.43 (82%); Public Health 
Centers $586,837.58 (15% ), and Reserve $117,367.51 
(3% ), be approved. Passed. 

(5) It was moved by Dr. Platt, seconded by Dr. 
Hanckel, that the recommendations of the Hospital 
Advisory Council that applicants for Hill-Burton funds 
be required to file Parts I (Intent) and 2 (guarantee 
of local funds) of the application within a six-month 
period after date of acceptance letter, be approved. 
Passed. 

(6) It was moved by Dr. Stokes, seconded by Dr. 
King, that the recommendation of the Hospital Ad- 
visory Council that whereas they are in full sympathy 
with the hospital needs of York County they have no 
alternative but to recommend that the State Agency 
follow the established priority list of the State Plan 
for 1958-1959 and recommend further that the State 
Agency expedite the securing of releases from those 
counties above York County on the priority list who 
do not wish to make an application for funds, be ap- 
proved. Passed. 

A report was made on a request from Senator-Elect 
Arant in Chesterfield County for permission to use the 
auxiliary health center at Jefferson for a proposed 
incoming private physician’s office. A letter from Dr. 
Peeples to Senator-Elect Arant advised that Hill- 
Burton fund requirements would not allow this, al- 
though Chesterfield County may sell the health center 
to the town of Jefferson under certain conditions, 
it being brought out that the Federal Government has 
the right to recover an amount equal to the extent of 
its participation. 

A report and request from the Grand Jury of Edge- 
field County concerning unsatisfactory sanitary con- 
ditions at the stockade was brought up. The County 
Health Department has inspected this area, and the 
State Board of Health will follow up and make 
recommendations. 

The matter of radiation hazards was presented. The 
status of the Radiological Control Laboratory was re- 
ported on. Mr. W. G. Crosby is heading the laboratory. 

A resume on the latest efforts to control staphylo- 
coccus infections was given. 


OBSTETRICIANS ELECT DR. WATSON 
AS PRESIDENT 

Dr. David Watson of Greenville was named presi- 
dent-elect of the South Carolina Obstetrical and 
Gynecological Society at the opening session of its 
annual meeting on October 18. 

Dr. Albert Baroody of Florence was re-elected 
secretary-treasurer at the meeting in the Francis 
Marion Hotel. Dr. Wriiliam A. Hart of Columbia 
moved up to the presidency, succeeding Dr. Lawrence 
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L. Hester, Jr., professor and chairman of the obstetric 
and gynecology department at the Medical College of 
South Carolina. 

Following the business session in Charleston, the 
doctors heard a humorous talk by Harold S. Reeves, 
local authority on the Gullah dialect, during their an- 
nual banquet. 

Dr. Robert Ross, professor and general chairman of 
the obstetrics and gynecology department at the Uni- 
versity of North Carolina, was principal speaker for 
the closing session. 


Catherine M. McCottry, M. D. announces the open- 
ing of her office for the practice of Obstetrics and 
Gynecology at 116 Smith Street, Charleston. 


EYE PHYSICIANS IN ENGLAND ELECT 
DR. L. KENT BEST 


Dr. L. Kent Best of Charleston has been elected a 
member of the Oxford (England) Ophthalmological 
Congress, a group of English eye physicians which 
meets annually at Oxford. 

The Congress is composed mostly of eye physicians 
of England, Ireland, Scotland and Wales. Few phy- 
sicians outside these countries are elected to member- 
ship. 


G. B. Hodge, M. D. and W. C. Haggerty, M. D. 
announce the association of Joseph Hodge, M. D. in 
the practice of General, Thoracic and Cardio-Vascular 
Surgery at 3 Catawba Street, Spartanburg, S. C. 


WANTED: OLD PHOTOS OF 
PHYSICIANS DRIVING ANCIENT CARS 

The Illinois State Medical Society is preparing an 
exhibit centered around an Illinois Medical Journal 
article which told of the role of physicians in the de- 
velopment of the automobile in the United States at 
the turn of the century. 

To help illustrate this exhibit, the Society will ap- 
preciate the loan of old photographs showing physi- 
cians at the wheels of cars of 1900-1910 vintage. 
Scenes showing difficulties on the road, or poor high- 
way conditions, are especially desired. Enlargements 
will be made of these photographs and the originals 
returned undamaged. 

Photographs should be accompanied by a memo 
giving the name and town of the physician, whether 
living or deceased, and the make and year of the 
automobile. They should be sent to Mr. John A. Mirt, 
Illinois State Medical Society, 185 North Wabash 
Avenue, Chicago 1. 


John F. Ott, M. D. announces the removal of his 
office from 211 E. Coffee Street to 5B Vardry Street 
Medical Court, Greenville, South Carolina on Novem- 
ber 1, 1958. Practice limited to diseases of infants and 
children. 
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BELL SYSTEM TELECASTS SCIENCE SHOW 
OF INTEREST TO MEDICAL PROFESSION 


The Bell System Science Series presents its second 
television program devoted to the working part of the 
human body in “Gateways to the Mind,” the story of 
the human senses seen over the NBC network on 
October 23, “Hemo the Magnificent,” an earlier pro- 
gram in the same series, was devoted to the story of 
blood and the circulatory system. 

Some 14 different senses are discussed in “Gate- 
ways to the Mind” in explaining how the senses func- 
tion as the channels through which all knowledge of 
the external world is passed to the brain. Both 
scientific documentary film and animation are used 
in the program. 

Dr. Wilder Penfield, noted Montreal brain surgeon, 
appeared on the program to explain his work in ex- 
citing sensations by direct stimulation of the brain. 
Dr. Hadley Cantril, Princeton University psychologist, 
discussed some of his experiments in sensory illusions 
on the telecast. 

Dr. George Wald, professor of biology at Harvard, 
was principal advisor on the production of “Gateways 
to the Mind,” and Dr. Frederick Crescitelli, professor 
of zoology at UCLA, served as consultant. The pro- 
gram was produced for the Bell System by Warner 
Brothers and stars Dr. Frank C. Baxter, who has ap- 
peared in the four earlier programs of the series. The 
Scientific Advisory Board, composed of ten leading 
American scientists, had general supervision over the 
production. 

After its telecast on October 23, “Gateways to the 
Mind” was made available on 16 mm. color film by 
Bell Telephone companies for group showings to 
interested organizations. 


DR. TOWNSEND NAMED HEAD OF 
HEALTH LABORATORY 


Dr. Eleanor W. Townsend has been appointed 
acting director of the State Board of Health Lab- 
oratory, according to an announcement by Dr. G. S. T. 
Peeples, state health officer. This appointment fills 
the vacancy recently created by the death of Dr. 
Harry F. Wilson. 

Dr. Townsend has been clinical pathologist in the 
Board of Health’s Laboratory since March 1956, 
spending a considerable part of her time in the de- 
velopment of the virology service. 

Born on Edisto Island, Dr. Townsend attended 
schools in Charleston County and in Columbia and re- 
ceived her pre-medical training at the College of 
Charleston. She received her M.D. degree from the 
Medical College of South Carolina and served intern- 
ships at Mercy Hospital in Bay City, Mich., and Wil- 
lard Parker Hospital in New York City. 

She has served as instructor and associate in clinical 
pathology at the Medical College of South Carolina 
and as assistant professor of pathology and bacteriol- 
ogy at Emory University School of Medicine. 
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Dr. Townsend has been pathologist at the Kentucky 
Baptist Hospital in Louisville and chief of Laboratory 
Services at the Veterans Administration Hospitals at 
Mountain Home, Tenn., and Salisbury, N. C. 

She was on active duty in the U. S. Naval Reserve 
for two years and is now a commander in the Naval 
Reserve in retired status. 

Dr. Townsend is a member of the South Carolina 
Medical Association, the Southern Medical Associa- 
tion, the American Medical Association, the American 
Medical Women’s Association, the American Society 
of Clinical Pathologists and the College of American 
Pathologists. 


SELECTIVE SERVICE SYSTEM 
Washington 25, D. C. 


(Bulletin Issued September 22, 1958 ) 


Armed Forces Physical Examination of 
Registrants Who Are Physicians 

1. It is currently reported that too few physicians 
are volunteering for active duty and residency pro- 
grams to meet service requirements. 

2. If the present trend continues, the Selective Ser- 
vice System will be called upon to deliver physicians 
on a special call. Local boards will be expected, in 
anticipation of a possible special call for physicians 
(but not dentists), to proceed with the physical ex- 
amination of all physicians who are in Class I-A or 
Class I-A-O and have not been examined, or who are 
in Class IV-F under the provisions of section 1622.44 
(a) of the regulations. 

8. Operations Bulletin No. 181, issued August 19, 
1957, Subject: “Postponement of Armed Forces Phy- 
sical Examination and Induction of Physicians and 
Dentists,” is being amended to discontinue the post- 
ponement of the examination and induction of phy- 
sicians, 

4. For the purposes of this bulletin a physician is 
any registrant who has received the degree of bachelor 
or doctor of medicine. 

Lewis B. Hershey, 
Director 


PLASTIC SURGERY BOARD CERTIFIES 
DR. C. P. MAGUIRE 


Dr. Carter P. Maguire of Charleston has been certi- 
fied as a diplomate of the American Board of Plastic 
Surgery. 

There now are approximately 400 qualified special- 
ists in plastic surgery throughout the United States. 
Maguire was one of 25 surgeons who passed a three- 
day written and oral examination given in Chicago 
prior to the annual meeting of the American Society of 
Plastic and Reconstructive Surgery now being held. 


A Georgetown University Medical Center professor 
addressed the Charleston County Medical Society at 
Simon Baruch Auditorium on October 14. 


Dr. George E. Schreiner of Washington, principal 
speaker, discussed “Renal Biopsy—a Correlation of 
Structure and Function.” He is associate professor of 
medicine and director of renal service at the center. 

Dr. John van de Erve of Charleston also spoke. His 
topic was “Senile Skin Lesions.” 


ANNOUNCEMENTS 


The Southeastern Regional Meeting of the Inter- 
national College of Surgeons will be held at the 
Americana Hotel, Bal Harbour, Miami Beach, Florida, 
from January 4th to 7th, 1959. 

This meeting has been approved for general prac- 
titioners also, by the American Academy of General 
Practice for Category I credit. 


SURGICAL MEETING IN CHARLESTON, 
SOUTH CAROLINA, JANUARY 19-21, 1959 


All members of the medical profession are invited 
to attend a three-day Sectional Meeting of the Amer- 
ican College of Surgeons in Charleston, South Caro- 
lina, January 19-21, 1959. 

Dr. Kenneth M. Lynch, Assistant Professor of 
Urology, Medical College of South Carolina, is Chair- 
man of the Advisory Committee on Local Arrange- 
ments. Assisting him are the following Fellows of the 
College (F.A.C.S.): C. Richard F. Baker, Francis G. 
Cain, John C. Hawk, Jr., Robert M. Hope, Louie B. 
Jenkins, Pierre G. Jenkins, Frederick E. Kredel, 
Daniel L. Maguire, Jr., James J. Ravenel, Carroll J. 
Scurry, John A. Siegling. 

The program will include discussions on arterial 
occlusive disease, abdominal emergencies, manage- 
ment of gastrointestinal hemorrhage, trauma, cancer, 
common duct strictures, massive hemoptysis, acute 
hand injury reconstruction, cholecystitis, and many 
more topics of current concern. An exceptional pro- 
gram of medical motion pictures will also be shown. 

The Fellowship Luncheon, featuring a panel dis- 
cussion on College activities, with a question period, 
will be presided over by Dr. Newell W. Philpott, 
Montreal, President, The American College of Sur- 
geons, and will include the following participants: 
Dr. I. S. Ravdin, Philadelphia, Professor of Surgery, 
University of Pennsylvania School of Medicine, and 
Chairman, Board of Regents, The American College 
of Surgeons; Dr. Joseph M. Donald, Birmingham, 
Associate Professor of Surgery, Medical College of 
Alabama, and Member, Board of Regents; Dr. Howard 
H. Bradshaw, Winston-Salem, Professor of Surgery, 
Bowman Gray School of Medicine, and Chairman, 
Board of Governors; Dr. Frederick E. Kredel, Charles- 
ton, Professor of Surgery, Medical College of South 
Carolina, Dr. Roderick MacDonald, Rock Hill, S. C., 
Staff, St. Phillip’s Mercy and York County Hospitals, 
Governors; and from the College Staff, Dr. Paul R. 
Hawley, The Director, Dr. H. P. Saunders, Associate 
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Director, and Doctors George W. Stephenson and 

James B. Mason, Assistant Directors. 

A preliminary program follows: 

Dr. Kenneth M. Lynch, Jr., Charleston, will pre- 
side over the following opening session Monday morn- 
ing, January 19: 

Splenectomy for Hypersplenism. R. Randolph Brad- 
ham, Charleston. 

Causes of Acute Abdominal Pain, A Cinematic Sur- 
vey. Hilger Perry Jenkins, Chicago. 

Endometrial Cancer: Diagnosis and Treatment. New- 
ell W. Philpott, Montreal. 

Dr. John A. Siegling, Charleston, will preside over 
the following Symposium on Trauma: 

The Management of Acute Chest Injuries. Rudolf J. 
Noer, Louisville. 

The Management of Abdominal Injuries. Hu Crim 
Myers, Philippi, W. Va. 

Pitfalls in Treatment of Fractures. Jack Wickstrom, 
New Orleans. 

Dr. Felda Hightower, Winston-Salem, will preside 
over the Monday afternoon session, which includes 
the following reports: 

The Role of Surgery, Hormones and Radioisotopes in 
the Management of Thyroid Cancer. Colin G. 
Thomas, Jr., Chapel Hill. 

Esophageal Obstruction. Murdock S. Equen, Atlanta. 

Tumors of the Neck. Robert L. Brown, Emory Uni- 
versity. 

A panel on Arterial Occlusive Disease will follow, 
with William H. Muller, Jr., Charlottesville, as 
moderator, and participants Keith S$. Grimson, Dur- 
ham, Paul W. Sanger, Charlotte, J. Manly Stallworth, 
Charleston. 

Dr. Leland J. Brannon, Columbia, S. C., will pre- 
side over the following Tuesday morning session: 
Stricture of the Common Duct, Etiology, Prevention 

and Treatment. Harwell Wilson, Memphis. 

Massive Hemoptysis: Diagnosis and Management In- 
cluding Emergency Lobectomy. James D. Hardy, 
Jackson. 

Radiation Hazards in Diagnostic Roentgenology. Ted 

F. Leigh, Emory University. 

A luncheon will follow, with questions regarding 
the above reports. Dr. John J. Farrell, Miami, will 
preside. 

Dr. John C. Hawk, Jr., Charleston, is presiding 
officer for the Cancer Symposium and the panel to be 
held Tuesday afternoon: 

Symposium on Cancer: 

Neurosurgical Procedures for Relief of Pain in Can- 

cer. A. Earl Walker, Baltimore. 

Hypophysectomy and Adrenalectomy. David M. 

Hume, Richmond. 
Chemotherapy of Neoplastic Diseases. Ralph Wayne 
Rundles, Durham. 

Panel on Management of Gastrointestinal Hemor- 
rhage: 

Moderator: Frederick E. Kredel, Charleston. 

Collaborators: Louie B. Jenkins, Charleston, Har- 


DecemMBER, 1958 


well Wilson, Memphis, James D. Hardy, Jack- 
son. 

There will be an informal reception and dinner 
Tuesday evening, with Dr. Kenneth M. Lynch, Jr., 
Charleston, presiding. 

Dr. Fred H. Bowen, Jacksonville, presides on 
Wednesday morning: 

The Methods and Advantages of Reconstruction at the 
time of Acute Hand Injuries. Raymond M. Curtis, 
Baltimore. 

Some Problems in Homologous and Heterologous 
Tendon Transplants. Erle Peacock, Jr., Chapel Hill. 

The Challenge of Carcinoma of the Breast. Murray 
M. Copeland, Washington. 

Neurosurgery of the Cerebral Vascular Lesions. Edgar 
F. Fincher, Emory University. 

Treatment of Malignancy by the Isolation-Perfusion 
Technic. Oscar Creech, Jr., New Orleans. 

A luncheon will follow, with questions regarding 
the above reports. Dr. Champ Lyons, Birmingham, 
will preside. 

The following reports will be presented at the 
Wednesday afternoon session: 

The Origin and Interpretation of Murmurs in Co- 
arctation of the Aorta. Frank R. Johnston, Winston- 
Salem. 

The Postgastrectomy Syndrome—lIts Prevention and 
Treatment. Edward R. Woodward, Gainesville, Fla. 

Subject to be announced. Champ Lyons, Birmingham. 

Cholecystitis—Early Versus Late Surgical Manage- 
ment. John J. Farrell, Miami. 

A panel on Abdominal Emergencies will follow, 
with Robert J. Coffey, Washington, as moderator, and 
participants Howard H. Bradshaw, Winston-Salem, 
John D. Martin, Jr., Emory University, William H. 
Moretz, Augusta, and Richard T. Myers, Winston- 
Salem. 

The Motion picture program will include the 
following films and authors: 

Thyroidectomy. Richard B. Cattell, Boston. 
Congenital Atresia of the Esophagus. William L. 
Riker, Arthur DeBoer, Willis J. Potts, Chicago. 
Staphyloccoccal Infections. H. Rocke Robertson, Van- 

couver, British Columbia. 

Median Sternotomy and Elective Cardiac Arrest in 
Open Heart Surgery. Frank L. Gerbode, San Fran- 
cisco. 

Open Heart Surgery. William H. Muller, Jr., Char- 
lottesville. 

Acute Gallbladder Disease. Allen M. Boyden, Port- 
land. 

Meconium Ileus and the Meconium Plug Syndrome. 
Donald M. Glover, Cleveland. 

The Complete Gynecological Examination. Frederick 

J. Hofmeister, Milwaukee. 

Pericardiectomy. Harris B. Shumacker, Jr., Indian- 
apolis. 

Surgical Considerations of Occlusive Disease of Ab- 
dominal Aorta and Iliac and Femoral Arteries based 
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on Experience with 803 Cases. Michael E. DeBakey, 

Houston. 

Dr. H. Prather Saunders, Associate Director, The 
American College of Surgeons, is in charge of all 
Sectional Meetings for the College. 


DEATHS 


DR. F. L. MARTIN 


Dr. Frank L. Martin, well known physician of 
Mullins, died November 9, 1958 following an illness 
of six weeks. 

Dr. Martin was born in Robeson County, N. C., 
August 6, 1887. He was a graduate of Clemson Col- 
lege and the Medical College of South Carolina where 
he was a member of Phi Chi Medical Fraternity. 
Upon graduation from medical school, he practiced at 
Blenheim in Dillon County for two years before 
coming to Mullins in 1914. 

Dr. Martin was a member of the Board of Trustees 
of the Medical College of South Carolina, a member 
of the American Medical Association, the State Medi- 
cal Association, and the Pee Dee Medical Association. 
He was also a member of the staff of the Mullins Hos- 
pital. 


DR. HARRY WILSON 

Dr. Harry F. Wilson, 54, director of the State Board 
of Health Laboratory, died at the Veterans Hospital 
October 23. 

Doctor Wilson was born in Orangeburg County. 
Following his interneship at Roper Hospital in 
Charleston, he entered private practice there and 
later accepted a position with the State Board of 
Health. He served as health officer of Horry County 
for four years and a year as health officer of Beaufort 
County. He also served as health officer of Dillon- 
Marion Health District, and was appointed director 
of the Division of Industrial Health of the State Board 
of Health in 1936. 

He received his B.S. degree from Clemson in 1924, 
the M.D. degree from the Medical College of South 
Carolina in 1928 and the M.P.H. degree from Johns 
Hopkins University in 1934. He completed several 
courses at Princeton University, the Communicable 
Disease Center Laboratory USPHS; Atlanta, Ga.; Army 
Medical Center at Washington, D. C. and the U. S. 
Naval Base at Jacksonville, Fla. 

Doctor Wilson served as director of the Division of 
Industrial Health until July, 1941, when he was called 
to active duty as a major in the Medical Corps of the 
United States Army. His first assignment was with the 
29th Division at Fort George Meade, Md. He was 
later transferred to the Medical Division, Office of the 
Chief Chemical Warfare Service, Washington, D. C. 

In November of 1943 he became director of the 
Toxicological Research Laboratory, Technical Com- 


mand, Edgewood Arsenal, Md. After a tour of duty 
of six months at Edgewood he was transferred back 
to Washington. He attended the School of Military 
Government at Princeton University and was sent to 
Columbia Medical Center in New York City for re- 
fresher courses in tropical diseases. 

Doctor Wilson served overseas for 11 months and 
participated in the Battle of the Philippines and the 
Okinawan campaign. His last assignment on Okinawa 
was post surgeon for army ports, headquarters at 
Naha. 

Doctor Wilson was promoted to the rank of lieu- 
tenant colonel in 1942 and became a full colonel in 
Janaury of 1946. 

He was awarded the following campaign ribbons 
for his Army service: American Defense, Armed 
Forces Reserve, American Theater, Asiatic-Pacific 
Theater with two battle stars, Victory, Occupation 
(Japan) and the Philippine Liberation. He was 
awarded. the Cross of Military Service by the United 
Daughters of the Confederacy in 1951. 

Following his release from active duty in 1946, he 
returned to the State Board of Health and became 
director of the division of Industrial Health. He was 
appointed acting director, Division of Laboratories, 
State Board of Health, in July, 1947, and was ap- 
pointed director of the laboratory in 1949, which posi- 
tion he held until his death. 

Doctor Wilson was active in the Army Reserve 
program and was appointed commanding officer of the 
396th Evacuation Hospital in August, 1947. In 1953 
he was appointed commanding officer of the 396th 
general hospital when the unit was activated. 

He was membership chairman for the South Caro- 
lina Department, Reserve Officers Association, for 
1952. He was surgeon of the association for the years 
1952-54. He was a member of the executive committee 
of the South Carolina Public Health Association for a 
three-year term. He was a charter member of the 
Businessmen’s Sunday School Bible Class. 

Doctor Wilson was an active member of the follow- 
ing organizations: American Medical Association, 
South Carolina Medical Association, South Carolina 
Public Health Association, Columbia Medical Society, 
the American Legion, Reserve Officers Association of 
the United States and the Phi Rho Sigma fraternity. 


AN INVITATION: To a doctor interested in 
general practice to visit JEFFERSON- 
VILLE, TWIGGS COUNTY, GEORGIA, new 
nine room office, and new five room residence, 
rent free for six months. Contact H. C. 


Swearingen, Jeffersonville, Georgia. Phone— 
2192. 
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Blue Cross insurance has a distinctive basic phil- 
osophy. It is: Blue Crass seeks to insure against the 
entire necessary costs of acute illness which requires 
hospital treatment; and at a premium rate which is 
uniform throughout the territory of any given plan. 
These two features make Blue Cross unlike any other 
insurance. 

Instead of limiting benefits to fixed dollars per day 
or per illness, Blue Cross of necessity has to have other 
limitations. These are: the illness must require hospital 
treatment; it must be acute; and all ancillary services 
must be consistent with the therapeutic management 
of the illness for which the patient was hospitalized. 

These restrictions eliminate hospital benefits for: 
the treatment of minor illnesses; the treatment of 
chronic illnesses; domiciliary care of the aged and 
the chronic invalid; and hospital admissions, primarily 
or principally for diagnostic study. Every Blue Cross 
contract spells out these restrictions more or less 
clearly. They limit benefits for the treatment of un- 
complicated tuberculosis, and of nervous and mental 
diseases to two weeks per contract year, and then 
only if the treatment be given in a general acute dis- 
ease hospital. The theory which allows any benefits 
at all for these conditions is that the true condition 
might not be recognized before hospitalization, or it 
might not be possible to hospitalize in a special hos- 
pital immediately after the condition is recognized. 
The South Carolina Blue Cross Plan allows minimal 
and token benefits only for hospital care in connection 
with admissions primarily and principally for diag- 
nostic studies. This exception to full compliance with 
Blue Cross principles has been costly in disappoint- 
ment based on misunderstanding, in ill will, and in 
difficulties of fair administration. Benefits for diag- 
nostic admissions should never have been allowed, 
and they should be discontinued. Benefits for diag- 
nostic procedures, which are not closely allied to the 
therapeutic handling of an acute illness, should not 
be expected nor should they be allowed. These several 
exclusions apply to admissions for prophylactic health 
examinations, those to confirm or deny clinical diag- 
noses, suspicions, or impressions, progress studies, as 
in treated ulcers and healing fractures, those done to 
relieve the apprehension of a patient who attributes 
grave significance to some minor symptom, and those 
done to satisfy a doctor's whim or to carry out his 
routine practice. 

It is a recognized insurance principle that insurance 
can only protect against unexpected loss which can- 
not be prevented. To include unlimited diagnostic ad- 
missions under Blue Cross benefits would be a very 
dangerous violation of that principle. It would protect 
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the insured against costs occasioned by his con- 
venience or by his anxieties and against costs of pro- 
phylactic examinations, which even if wise are not a 
part of the costs of treatment of acute illness. Too 
frequently they would protect him against the costs 
of satisfying diagnostic curiosity, or of carrying out a 
diagnostic routine or against the expense incident to 
his going from doctor to doctor and from hospital to 
hospital. If it were expedient to attempt such wide 
coverage, it would be impossible to determine a sus- 
taining rate, and if an experimental rate were tried 
out it would have to be so high that only a minority 
of insured groups or individuals would pay it. 

Somewhat akin to hospital admissions primarily or 
principally for diagnostic studies, are diagnostic 
studies, either of a general and prophylactic nature or 
those of more limited extent, ordered during the hos- 
pital residence of a patient already under treatment 
for a covered acute illness. Such studies are usually 
made for the convenience of the patient or to save 
him a fee. Blue Cross is not only concerned with the 
fact that in such cases it is expected to pay that fee, 
but experience has shown that far too often the length 
of hospital stay is increased in order that the study 
might be made. The convenience of the patient, of 
his doctor, of the radiologist, of the pathologist or of 
the hematologist should not be a factor in aiding the 
patient to receive a benefit not covered by his in- 
surance contract. It would be so easy and of such 
tremendous help, if the doctor explained to the pa- 
tient and notified the hospital business office that these 
examinations are not covered services. 

Every hospital bill is examined by Blue Cross to 
see if any uncovered services have been listed. If it 
appears that they have, the bill has to be further ex- 
amined, frequently letters have to be written to the 
hospital or to the doctor, and replies awaited before 
the bill can be paid. This delay is very expensive and 
annoying to the hospital, it is frequently annoying to 
the doctor, and it often angers the patient. Of course, 
cases like that increase the administrative expenses of 
the Plan. 

X-ray men cannot be too vocal in their criticism of 
the number and kinds of x-ray studies they are called 
upon to make. Several have told the writer privately 
that many unnecessary studies are made, that many 
are ordered without adequate preparation of the pa- 
tient and without recorded clinical observations sug- 
gesting need for x-ray study. 

To eliminate all Blue Cross coverage of all diag- 
nostic studies, as has been suggested, would violate 
the principle of paying for all of the necessary hos- 
pital services in connection with treatment of acute 
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illnesses. However, willful abuse of that provision, un- 
suspecting overutilization of it by the doctor, who 
many times does not know that his patient has hospital 
insurance, and careless utilization of it have imposed 
a terrific unnecessary financial burden upon the South 
Carolina Plan. This burden has played an important 
part in the recurring necessity to increase premium 
costs which it has experienced. Excessive utilization, 
overutilization, and payment for undetected, un- 
covered services in the hospital bill may ultimately 
wreck the Plan. High premiums have already re- 
stricted the sale of Blue Cross insurance in a highly 
competitive field, in which sales effort is frequently 
none too ethical. 

The problems of utilization of hospital insurance 
have worsened progressively for many years. There 
are recognized reasons for this, all of which are under- 
standable. It is more difficult to provide family nursing 
care. Hospital beds are more readily available. Even 
the smaller community hospitals are equipped with 
x-ray and other laboratory facilities. Doctors being 
graduated now are more dependent upon and familiar 
with the assistance and guidance of laboratory ex- 
aminations in diagnosis and treatment than are the 
older men. Also there seems to be a restlessness and 
haste to confirm or to rule out a suspected diagnosis. 
There seems to be an ever increasing disinclination to 
give time, that great healer, an opportunity to act, 
and a dislike of using a remedy in a dual capacity of 
diagnostic test and therapeutic agent, i. e. belladonna 
in suspected cardiospasm or spastic colon. 

The second basic philosophical principle of Blue 
Cross insurance is that of charging a uniform rate 
throughout a plan’s territory for its several contracts. 
This principle is called that of community rating. This 
principle is included in Blue Cross philosophy because 
in practice it forces those insured groups with low 
loss ratios to help bear the costs of insuring groups 
with higher loss ratios. The rate is determined on the 
basis of the average loss ratio experienced by the plan. 
This is a principle similar to that employed by doctors 
when they charge the richer more than they do the 
poorer in order that they may care for the poorer. 

To be in a competitive position at all, and to be able 
to offer hospital insurance to high loss ratio groups 
without wrecking the plan, South Carolina Blue Cross 
has had to give up uniform community ratings—at 
least for a time. It is employing three or perhaps four 
scheduled rates for similar contractual coverages. Each 
group’s experience is examined from time to time, and 
the rate necessary to balance its loss ratio is deter- 
mined, and it is charged that rate. That means that 
the high risk groups must carry their own financial 
burden with little or no help from low risk groups. It 
also means that the high risk groups and non-group 
subscribers have to pay such a high price for the in- 
surance which they need even more than low utiliza- 
tion groups, that the cost is almost prohibitive. There 
is also a greater temptation to chisel and to over- 
utilize when the price paid is so high. 


Community differences in hospital charges, avail- 
ability of hospital beds, the attitude of physicians and 
the people toward hospitalization for minor illnesses, 
the community incidence of prophylactic health ex- 
aminations, with routine x-ray examinations, ECGs, etc. 
are reflected in the differences in health insurance loss 
ratios. These differences are so great between the 
areas of actual or probable highest loss ratios and 
those of actual or probable lowest loss ratios, that a 
premium rate based on an average loss ratio would be 
unfairly low in one area and unfairly and non- 
competitively high in another. It is because of those 
differences, that the South Carolina Plan has gone to 
a modified plan of loss ratio rating. 

There seems to be an increasing trend by our doc- 
tors and by our Plan personnel to favor co-insurance 
in an effort to reduce improper utilization of hospital 
insurance. Any type of co-insurance, whether it be by 
requiring the insured to pay a uniform amount on each 
hospital bill, or by limiting the benefits for ancillary 
services to some maximum figure per hospital ad- 
mission or per contract year, or by requiring the pay- 
ment of a given percentage of all charges for ancillary 
services, drugs, etc., violates the Blue Cross principle 
of paying the entire hospital costs for the treatment 
of acute illnesses. The only justification for departure 
from that principle is the well founded belief that 
there are employed rather generally in the treatment 
of bona fide recompensable acute illness, excessive 
ancillary services and excessive unnecessarily ex- 
pensive drugs and that there is a widespread tendency 
to hospitalize minor illnesses for convenience rather 
than through necessity. 

The basic causes for the steadily increasing costs of 
sickness insurance, reflected in either increasing 
premiums or decreased benefits, have been discussed. 
These same causes apply to the increasing costs of 
illness without regard to insurance. Insurance costs 
reflect general costs of illness. Is there any remedy? 
There are many students of the problem who think 
that there is. These students include state insurance 
commissioners and Blue Cross directors and other per- 
sonnel. Unfortunately so far as I know, they do not 
include hospital directors and doctors to any significant 
extent. There is no remedy, if hospitals and doctors 
and the consuming public desire that unrestricted 
hospital care be provided for any and all illnesses and 
for prophylactic and diagnostic examinations. If that 
is their desire, then the sooner Blue Cross withdraws 
from the field of hospital insurance and leaves it to 
the commercial companies, the better. To be able to 
continue to operate would require abandonment of the 
basic philosophy of Blue Cross and its conversion into 
just another insurance company of the mutual type. 

Should Blue Cross principles be abandoned, there 
will result an inability of a great segment of the pop- 
ulation to buy sickness insurance either because of its 
excessive cost or because they will not be prime in- 
surable risks. Neither will they be able to pay the 
high costs of medical care without insurance. Not only 
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will they suffer, but the hospitals will suffer from 
increasingly large assets tied up in bills receivable, 
perhaps also with increasingly large numbers of empty 
beds. The doctor will suffer from a similar increase 
in accounts receivable. He will have an increased 
ratio of home practice. He will experience frustration 
by trying to practice with the thought ever present 
that costs must be kept at a minimum. So many people 
will be so seriously involved with frustrating difficul- 
ties, that a demand for relief will be inevitable. The 
only source of relief will be government compulsory 
universal insurance. If that should come, it will not 
only apply to hospital care. It will include professional 
care as well. 

There is an alternative. It is based upon the fact 
that Blue Cross is a cooperative effort by hospitals, 


doctors and the subscribing public. If each individual 
of each of these cooperating groups can bring himself 
to feel deeply and earnestly that Blue Cross is a good 
thing to keep, and if the members of each group will 
work together at all times to protect Blue Cross from 
abuse by either the ignorant, the careless, or the 
avowed chisler, it can be saved. To do this will require 
probably that each of those act as a self appointed 
monitor to detect and report abuses. Finally, in the 
interest of the littke man who needs good medical care 
most frequently, a concerted effort should be made 
by hospitals and by the medical profession to bring 
down the costs of good care. That this can be done 
without impairing its quality, this writer firmly be- 
lieves. 


J. Decherd Guess, M. D. 


REPORT ON ACTIONS OF THE HOUSE 
OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
107th ANNUAL MEETING 
JUNE 23-27, 1958 
SAN FRANCISCO 


The United Mine Workers of America Welfare and 
Retirement Fund, Social Security coverage for self- 
employed physicians, relations with voluntary health 
organizations, veterans’ medical care, the Medicare 
program, the Association’s Washington Office and 
over-all legislative system, the medical aspects of 
hypnosis and the advertising of over-the-counter 
medications were among the variety of subjects acted 
upon by the House of Delegates at the American 
Medical Association’s 107th Annual Meeting held 
June 23-27 in San Francisco. 

Dr. Louis M. Orr, urologist of Orlando, Fla., was 
chosen unanimously as president-elect for the coming 
year. Dr. Orr, who in recent years has been vice 
speaker of the House of Delegates and chairman of 
the A.M.A. Committee on Federal Medical Services, 
will become president of the American Medical Asso- 
ciation at the June, 1959, meeting in Atlantic City. 
He then will succeed Dr. Gunnar Gundersen of 
La Crosse, Wis., who became the 112th president at 
the Tuesday night inaugural ceremony in the Rose and 
Concert Rooms of the Sheraton-Palace Hotel. 

The 1958 Distinguished Service Award of the 
American Medical Association was voted to Dr. Frank 
Hammond Krusen, professor of physical medicine and 
rehabilitation at Mayo Foundation, Rochester, Minn., 
for his outstanding achievements and contributions in 
the field of physical medicine and rehabilitation. For 
only the fourth and fifth time in A.M.A. history, the 
House also approved special citations to laymen for 
outstanding service in advancing the ideals of medi- 
cine and contributing to the public welfare. Re- 
cipients of these awards were Mrs. Charles W. Sewell 
of Otterbein, Ind., who has spent 45 years in rural 
health work, and Gobind Behari Lal, Ph.D., dis- 
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tinguished science writer and Pulitzer prize winner. 

With half a day of the meeting still to go, total 
registration Thursday night had reached 37,520, in- 
cluding 13,034 physicians. 

United Mine Workers 

Major discussion of relations between medicine and 
the UMWA Welfare and Retirement Fund centered 
on a reference committee report which concurred in 
a Board of Trustees opinion that final action on two 
resolutions adopted in December, 1957, should be 
postponed until the final report of the Commission on 
Medical Care Plans is received. 

One of those resolutions, Number 20, declared that 
“a broad educational program be instituted at once 
by the American Medical Association to inform the 
general public, including the beneficiaries of the 
Fund, concerning the benefits to be derived from 
preservation of the American right to freedom of 
choice of physicians and hospitals as well as ob- 
servance of the “Guides to Relationships Between 
State and County Medical Societies and the UMWA 
Welfare and Retirement Fund’ adopted by this House 
last June.” The other resolution, Number 24, called 
for the appropriate A.M.A. committee or council to 
engage in conferences with third parties to develop 
general principles and policies which may be applied 
to their relationships with members of the medical 
profession. 

In explaining its position that final action on the 
two resolutions should be taken only after proper 
study, the reference committee said it “anticipates 
that the final report of the Commission on Medical 
Care Plans will contain recommendations serving to 
clarify the relationships between the medical profes- 
sion, the patient and third parties, and the committee 
has been assured that this can be expected.” The 
committee also urged the Commission to present its 
recommendations no later than December, 1958. 

The House of Delegates, however, by a vote of 
110 to 72, adopted a floor amendment “that this 
section of the Reference Committee report be 
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amended to show that our A.M.A. Headquarters 
Staff is directed, under supervision of the Board of 
Trustees, to proceed immediately with the campaign 
which was originally ordered at Philadelphia last De- 
cember, that no further delays will be tolerated, and 
that the Council on Medical Service be relieved of 
any further responsibility in this matter.” 
Social Security Coverage 

In considering seven resolutions dealing with the 
inclusion of self-employed physicians under the Social 
Security Act, the House disapproved of three which 
called for polls or a referendum of the A.M.A. 
membership, one which favored _ state-by-state 
participation in Social Security, and two which called 
for compulsory inclusion on a national basis. Instead, 
the House adopted a resolution pointing out that 
“American physicians always have stood on the prin- 
ciple of security through personal initiative,” and re- 
affirming unequivocal opposition to the compulsory 
inclusion of self-employed physicians in the Social 
Security system. 
On the question of polls, the House expressed the 
opinion that any poll should be taken on a state-by- 
state basis and the results transmitted to the A.M.A. 
delegates from that state. It also pointed out that 
since there is no provision in the Constitution and 
Bylaws for a referendum of members, such a referen- 
dum would usurp the duties and prerogatives of the 
House of Delegates, which is the Association’s policy- 
making body. 

Voluntary Health Organizations 
Dealing with problems that have arisen in the 
raising and distributing of funds since development 
of the concept of united community effort, the House 
adopted the following statement offered in the form 
of amendments from the floor: 

“1. That the House of Delegates reiterate its 
commendation and approval of the principal 
voluntary health agencies. 

“2. That it is the firm belief of the American 
Medical Association that these agencies should 
be free to conduct their own programs of re- 
search, public and professional education and 
fund raising in their particular spheres of inter- 
est. 

“3. That the House of Delegates respectfully 
requests that the American Medical Research 
Foundation take no action which would endanger 
the constructive activities of the national vol- 
untary health agencies. 

“4. That the Board of Trustees continue 
actively its studies of these perplexing problems 
looking forward to their ultimate solution.” 

Veterans’ Medical Care 
Pointing out that the Federal government spent 
$619,614,000 on hospitalized medical care of veterans 
in VA hospitals in 1957, of which about 75 per cent 
had non-service-connected disabilities, and that ways 
and means of obtaining economy in Federal govern- 
ment are allegedly being sought by Congress at this 


time, the House urged Congressional action to re- 
strict hospitalization of veterans at VA hospitals to 
those with service-connected disabilities. It also 
recommended that the American Medical Association 
suggest to the Dean’s Committees that they restrict 
their activities to Veterans Administration hospitals 
admitting only patients with service-connected dis- 
abilities. 
The Medicare Program 

In disapproving a resolution calling for repeal, 
modification or amendment of Public Law 569, the 
House took the position that desired changes in the 
Medicare program could be accomplished through 
modification of the present implementing directives 
without the necessity for new legislation. The House 
reaffirmed the action taken last year in New York 
recommending that the decision on type of contract 
and whether or not a fee schedule is included in 
future contract negotiations should be left to in- 
dividual state determination. Also reaffirmed was the 
Association’s basic contention that the Dependent 
Medical Care Act as enacted by Congress does not 
require fixed fee schedules; the establishment of such 
schedules would be more expensive than permitting 
physicians to charge their normal fees, and fixed fee 
schedules would ultimately disrupt the economics of 
medical practice. 

Washington Office 

The House adopted a resolution requesting the 
Board of Trustees to make an immediate survey and 
re-evaluation of “the functions and effectiveness of 
the over-all A.M.A. legislative system, including the 
Washington office, in the light of present-day needs 
of the government, public and medical profession 
alike for effective liaison between government and 
medicine on all matters affecting the public’s health 
and adequate, prompt and accurate transmittal to the 
full membership of the A.M.A. of information on all 
current public issues in which the physician has a 
direct interest.” The House asked that the Board of 
Trustees implement, as rapidly as possible, all changes 
and additions that its survey discloses are desirable to 
achieve the basic purpose of the resolution, “effective 
public and government relations.” 

. Medical Aspects of Hypnosis 

A Council on Mental Health report on “Medical 
Use of Hypnosis” was approved by the House, which 
recommended that it be published in the Journal of 
the American Medical Association with bibliography 
attached. The report stated that general practitioners, 
medical specialists and dentists might find hypnosis 
valuable as a therapeutic adjunct within the specific 
field of their professional competence. It stressed, 
however, that all those who use hypnosis need to be 
aware of the complex nature of the phenomena in- 
volved. Teaching related to hypnosis should be under 
responsible medical or dental direction, the report 
emphasized, and should include the indications and 
limitations for its use. The report urged physicians 
and dentists to participate in high level research on 
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hypnosis, and it vigorously condemned the use of 
hypnosis for entertainment purposes. 
Over-the-Counter Medications 

The House endorsed recommendations by the Pub- 
lic Relations Department that: 

The A.M.A. join with other interested groups in 
setting up an expanded voluntary program, co- 
ordinated by the National Better Business Bureau, 
which will seek to eliminate objectionable advertising 
of over-the-counter medicines. 

The A.M.A. counsel with the National Better Busi- 
ness Bureau in the selection of a physicians’ advisory 
committee. 

The established facilities of the A.M.A., such as 
the Chemical Laboratory, the offices of the various 
scientific councils, and the Bureau of Investigation, 
be made available, so far as is feasible, to aid in the 
carrying out of this program. 

The Public Relations Department continue its 
liaison work with the various groups involved and 
assist in the development and operation of this pro- 
gram in any way possible. 

The A.M.A. become a sustaining member of the 
National Better Business Bureau, giving evidence of 
its willingness and desire to support this organiza- 
tion in its worthwhile activities. 

Miscellaneous Actions 

Among a wide variety of actions on many subjects, 
the House also: 

Adopted amendments to the Constitution and By- 
laws which eliminate the separate offices of Secretary 
and Treasurer, combining them into one, and which 
change the titles of the General Manager and Assistant 
General Manager to Executive Vice President and 
Assistant Executive Vice President; 

Recommended the appointment of a Committee on 
Atomic Medicine and Ionizing Radiation and sug- 
gested that it concern itself with informing the 
American public on all phases of radiation hazards 
related to the national health; 

Approved in principle the admission of the Virgin 
Islands Medical Society as a constituent society of 
the American Medical Association; 

Commended the Federal Food and Drug Ad- 
ministration for its untiring efforts in behalf of the 
public and the profession, and urged all states to 
review and strengthen their food and drug laws; 

Approved the “Suggested Guides for the Organiza- 
tion and Operation of Medical Society Committees 
on Aging,” submitted by the Council on Medical Ser- 
vice; 

Commended the Committee on Medical and Re- 
lated Facilities of the Council on Medical Service for 
its report on the Hill-Burton Study and approved its 
recommendations; 

Requested that any funds provided under the Pub- 
lic Assistance provisions of the Social Security Act 
for medical care of the indigent be administered by 
a voluntary agency such as Blue Shield on a cost 
plus basis or by a specific agency established by the 
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medical society of the state in which indigent care 
is rendered; 

Directed the Board of Trustees to study problems 
pertaining to licensure by reciprocity and to consult 
with the Federation of State Medical Boards in an 
attempt to find a satisfactory solution; 

Urged all members of the House of Delegates to 
give full consideration to the preliminary report of 
the Committee on Preparation for General Practice 
and to submit comments and suggestions to that com- 
mittee; 

Expressed the opinion that some operating room 
experience is valuable and necessary training for all 
nurses; 

Recommended that general hospitals, wherever 
feasible, be encouraged to permit the hospitalization 
of suitable psychiatric patients, and 

Approved a National Interprofessional Code for 
physicians and attorneys prepared by the joint liaison 
committee of the American Medical Association and 
the American Bar Association. 

Opening Session 

At the Monday opening session Dr. David B. All- 
man, retiring A.M.A. president, urged every physician 
to rededicate himself to the service of mankind and 
every medical society to strengthen its disciplinary 
system “to prevent the very few from besmirching the 
vast majority of us.” Dr. Gundersen, then president- 
elect, said the Association is moving ahead in finding 
the best possible ways to serve both the public and 
the medical profession, and he declared there is no 
reason to believe that its influence and impact will 
not continue to grow in the times ahead. The Gold- 
berger Award in clinical nutrition was presented to 
Dr. Virgil P. Sydenstricker, professor emeritus of 
medicine at the Medical College of Georgia. 

Inaugural Ceremony 

Dr. Gundersen, in his Tuesday night inaugural 
address, called upon the medical profession to accept 
its full responsibilities in promoting better world 
health, brotherhood and peace, adding that “the time 
has come when medical statesmanship must be used 
to augment the methods of political diplomacy.” Dr. 
Gundersen also presented the Distinguished Service 
Award to Dr. Krusen and the special layman citations 
to Mrs. Sewell and Dr. Lal. The Shrine Chanters of 
Oakland, Calif, provided choral numbers during the 
program. 

Election of Officers 

In addition to Dr. Orr, the new president-elect, the 
following officers were selected by the House on 
Thursday: 

Dr. W. Linwood Ball of Richmond, Va., vice presi- 
dent; Dr. E. Vincent Askey of Los Angeles, re-elected 
speaker, and Dr. Norman A. Welch of Boston, vice 
speaker. 

Dr. Warren W. Furey of Chicago was elected for 
a five year term on the Board of Trustees, succeeding 
Dr. E. S. Hamilton of Kankakee, Ill. Dr. Raymond 
M. McKeown of Coos Bay, Ore., was re-elected for a 
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five year term, and Dr. R. B. Robins of Camden, Ark., 
was named to fill the unexpired term of Dr. F. J. L. 
Blasingame. Dr. Leonard W. Larson of Bismarck, 
N. D., was elected chairman of the Board at its 
organizational meeting after the Thursday elections. 

Dr. George A. Woodhouse of Pleasant Hill, Ohio, 
was renamed to the Judicial Council. Elected to the 
Council on Medical Education and Hospitals were 
Dr. Leland S. McKittrick of Brookline, Mass., to suc- 
ceed himself, and Dr. John V. Bowers of Madison, 
Wis., to succeed Dr. Victor Johnson of Rochester, 
Minn. 

Dr. R. B. Chrisman, Jr., of Coral Gables, Fla., and 
Dr. J. F. Burton of Oklahoma City, Okla., were re- 
elected to the Council on Medical Service. For the 
same Council, Dr. Russell B. Roth of Erie, Pa., was 
named to fill the unexpired term of Dr. H. B. Mul- 
holland of Charlottesville, Va., resigned. 

Three members were elected to the Council on 
Constitution and Bylaws: Dr. William Stovall of 
Madison, Wis., to succeed Dr. Stanley H. Osborn of 


Hartford, Conn.; Dr. William Hyland of Grand 
Rapids, Mich., to fill the unexpired term of Dr. Floyd 
S. Winslow, deceased, of Rochester, N. Y., and Dr. 
Walter Bornemeier of Chicago, to replace Dr. Furey. 

The House approved a Board of Trustees announce- 
ment that Miami Beach will replace Chicago as place 
of the 1960 Annual Meeting, and New York will be 
the site of the 1961 Annual Meeting. Action was 
postponed on selection of the city for the 1962 An- 
nual Meeting. 

Rising votes of appreciation were given to Dr. 
Hamilton; Dr. George F. Lull, retiring secretary, and 
Dr. J. J. Moore, retiring treasurer. 

At the Wednesday session of the House the Illinois 
State Medical Society made another record state 
society contribution to the American Medical Educa- 
tion Foundation by turning over a check for $177,500 
to Dr. Lull, now foundation president. 

F. J. L. Blasingame, M. D. 
Executive Vice President 
American Medical Association 


Excerpts from the 
REPORT OF THE 
EXECUTIVE DIRECTOR 
TO THE 
STATE MEDICAL ADVISORY 
COMMITTEE OF THE 
CRIPPLED CHILDREN SOCIETY 
OF SOUTH CAROLINA, INC. 


The Crippled Children Society of South Carolina, 
Inc. is in its twenty-fourth year of serving the handi- 
capped in South Carolina. This report shows progress 
in many areas due primarily to the wise guidance of 
the Medical Advisory Board. The staff and the 
hundreds of dedicated volunteers have also given un- 
selfishly of time, effort and money in carrying on the 
work of the Easter Seal Society throughout South 
Carolina. 

The Crippled Children Society of South Carolina, 
the state affiliate of the National Society for Crippled 
Children and Adults, has local affiliates in each of the 
46 counties with an additional chapter in the Rock 
Hill area. 

Easter Seal services supplement and extend but do 
not duplicate the work of any other agency or or- 
ganization. 


CARE AND TREATMENT SERVICES: 
I. STATE SOCIETY’S SERVICE PROGRAM 


A. Cerebral Palsy Clinic 
15 held during past fiscal year. 
342 referrals, with therapy prescribed or other 
necessary follow-up. 
Clinic staff includes: 
Orthopedic surgeon with special training in 
cerebral palsy (holds membership in The 
American Academy for Cerebral Palsy). 


Registered Physical Therapist 

Registered Occupational Therapist 

Registered Speech Consultant 

Orthopedic brace maker 

Psychological services 

Registered nurse (volunteer ) 

Nurse’s aide (volunteer ) 

Orderly 

B. Treatment Center located in State Head- 

quarters, 1517 Laurel Street, Columbia, South 

Therapy administered on written medical 

prescription 

C. Educational Program 

1. Professional Education 
Annual Cerebral Palsy Seminar presented 
at Medical College of South Carolina 
Teacher-training workshops sponsored in 
cooperation with State Colleges 
Scholarships provided for postgraduate 
therapy training 
Staff assistance given for Exceptional Child 
Study Project of the Southern States Work 
Conference 
Sponsored one-day professional program 
with approximately 100 special education 
teachers and administrators attending dur- 
ing 1958 S. C. Education Association meet- 
ing. Dr. Lloyd M. Dunn, coordinator of 
Special Education and Professor of Educa- 
tion, George Peabody College for Teachers, 
Nashville, Tennessee, was the Easter Seal 
Society’s guest consultant. 

2. Parent Training 
Parent Conferences 
Printed materials prepared especially for 
parents 
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Exhibits 
Parents Bookshelf (loan library ) 
Visual aid series of slides: “A Child’s Road 
to Independence”, which offers guidance in 
the problems and pleasures to be met in 
everyday life of the family of a crippled 
child. The five sets are available on loan. 
3. Loan Library 
The Easter Seal Society's Loan Library of 
professional books and pamphlets has been 
substantially increased through the creation 
of “The Miss Lucile Lindsay Memorial 
Library Fund”. All books are available on 
loan to professional workers. 


D. State Board of Health Requests Financial 

Assistance 

R. W. Ball, M.D., Director of the Crippled 
Children’s Division of the State Board of Health, 
contacted the Easter Seal Society February 3, 
1958 in regard to the curtailment of Health services 
due to a lack of funds to complete the Board of 
Health’s fiscal year which ends June 30th. Dr. Ball 
asked if the Society could assist financially with 
cases and to accept the new cases from the Board 
of Health for the Easter Seal program. 

This matter was referred to Dr. Green, co- 
chairman of the Easter Seal Society’s Medical Ad- 
visory Board. Dr. Green, after conferring with a 
committee from the Medical Advisory Board, gave 
the following recommendations: 

“Any cases needing emergency care between 
now and June 30, 1958 should be referred 
directly to the Crippled Children Society in 
order to secure assistance from the proper 
county chapter, if said chapter had funds 
available.” 

This information was presented to county 
chapters and much assistance has been given by 
Easter Seal chapters to the Board of Health and 
to local County Health Departments since that 
date. 

SERVICES PROVIDED BY COUNTY CHAP- 

TERS 

Clinics at Rock Hill and Spartanburg 

Treatment Centers: Aiken, Charleston, Greenville, 
Greenwood, Rock Hill and Spartanburg 

Speech Correction Projects: Beaufort, Calhoun, 
Charleston, Chester, Richland, Greenville 

Special education or homebound teaching aid is 
granted by many of the county chapters work- 
ing in cooperation with their local school sys- 
tems 

Nursery school or pre-school centers for handi- 
capped children 

Orthopedic aids or appliances on medical pre- 
scription 

Equipment loan pools 

EDUCATION OF THE PUBLIC 
Progress has been made by the Easter Seal Society 
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in informing the public of the needs of the handi- 
capped through: 

Newspaper articles and feature stories 

Radio and television broadcasts 

Films such as “Search” and “A Day in the Life of 
a Cerebral Palsy Child” 

Exhibits and speeches at meetings of civic and 
service groups 

Pamphlets and brochures 
RESEARCH 


The Crippled Children Society of South Carolina, 
Inc., participates in the National Easter Seal Re- 
search Foundation for research into causes, prevention, 
and treatment of crippling conditions. Two per cent 
of all Easter Seal income is earmarked for Research. 

The Medical College of South Carolina has been 
awarded, during the past year, two grants totaling 
$10,265.00 for a research project under direction of 
Isabel Lockard, Ph.D. of the Department of Anatomy. 
CURRENT PROJECTS 

I. Sheltered Workshop Committee 

The Board of Trustees of the Crippled Children 
Society of South Carolina recommended the setting-up 
of a joint study committee with representation from 
both the Easter Seal Society and the State Agency of 
Vocational Rehabilitation. The committee is to 
formulate recommendations regarding a Sheltered 
Workshop program for South Carolina for presenta- 
tion to the boards of the two agencies for further 
action. 

II. Speech Correction Bill Becomes Law 

The Board of Trustees requested the State Board 
of Education to give a broader interpretation of the 
Special Education Bill. Such an interpretation would 
include state aid to local school systems from the 
State Department of Education for speech correction- 
ists at the local level. 

Dr. Jesse T. Anderson, State Superintendent of 
Education, felt that the state legislature should pass 
this instead of having just an interpretation from the 
State Board of Education. The legislature passed the 
bill which was signed by the Governor on April 9, 
1958. 

This means that in the future, speech correction 
will become a regular part of South Carolina’s school 
program. 

III. Easter Seal Family Camp 

The Crippled Children Society of South Carolina 
plans to sponsor a three-day demonstration project to 
be held in August. This will be an Easter Seal Family 
Camp and from ten to twelve families of crippled 
children will be invited to participate in this project 
which will serve a three-fold purpose: period of 
recreation for the children, guidance from professional 
staff for parents, along with recreation. 
SUMMARY OF SERVICES RENDERED 

The following report of the Crippled Children 
Society of South Carolina, Inc. for the past fiscal year 
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includes the service programs of both the State So- 
ciety and all county chapters: 


Total Children Adults 


Arthritis 84 5 29 
Cerebral palsy 484 448 36 
Poliomyelitis 102 90 12 
Muscular dystrophy 36 34 2 
Multiple sclerosis 6 4 2 
Orthopedic 522 340 182 
Speech disorders 306 303 8 
Speech testing 3,726 3,726 aie 
Other 548 458 90 
Occupational therapy 

(group therapy ) 819 542 277 


Total handicapped persons 
served by state and 


county affiliates 6,583 5,950 633 
Professional training 
(teachers, therapists, etc.) 231 ait 231 


TOTAL NUMBER SERVED 
IN SOUTH CAROLINA 6,814 5,950 864 
ANNUAL FINANCIAL REPORT 

This report, prepared by A. C. Clarkson & Com- 
pany, certified public accountants, summarizes the 
financial activities for the past year: 


Care and Treatment Services $145,056.68 


Research 3,267.52 
Education 18,834.34 
Administrative Costs 15,679.95 


Fund Raising 14,837.26 


Total spent during the past year $197,675.75 
(from Easter Seal Campaign and 
special donations ) 


CONCLUSION 


Without the assistance and the backing of an 
active Medical Advisory Committee, and an out- 
standing group of loyal volunteers, this report could 
not have been written. 


Our appreciation for your outstanding leadership 
cannot be expressed in words. In your profession you 
have done much to bring comfort to the ill. By 
serving on the Medical Advisory Committee, you 
have continued to help the Society bring comfort and 
care to handicapped persons throughout South Caro- 
lina. 


Mrs. T. Jackson Lowe 
Executive Director 
May 8, 1958 


BOOK REVIEW 


THE NURSING MOTHER. By Frank Howard 
Richardson, M. D. Cloth. $2.95, Pp. 199 and an 
index; also a pediatric and an obstetric introduction. 
Tupper & Love, Atlanta, and David McKay Co., New 
York City. 1953. 

Long, long ago—in the second century A. D.— 
Soranus of Ephesus (Asia Minor) had stated in his 
famous and authoritative book on Diseases of Women, 
that breasts were not given to women solely for 
beauty. But within the past 25 or 30 years women and 
doctors seem to have forgotten this truism. For with 
the great improvement in cows milk, its preservation 
and the numerous powdered and liquid canned milks 
on the market, bottle feeding has become so simple 
and safe that it is almost routinely used by a great 
many people. 

Also since World War II, a very large number of 
mcthers are gainfully employed, and thus absent from 
the home for many hours in the day. Further the 
automobile and the marked increase in social gather- 


(More) 
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ings of women have also caused them to be out of the 
house much of the time. 

A great many young doctors to save time and 
argument usually put the baby on the bottle. Further 
in some medical schools, little attention is given to the 
subject of breast feeding, or at least its advantages 
are not sufficiently stressed. 

So it is quite refreshing and timely, that Dr. 
Richardson should write a book on breast feeding. In 
this clear, practical and informative volume, he dis- 
cusses the technic of nursing, pointing out its many 
advantages. Further the author supports his  state- 
ments with statistics and opinions from many sources 
here and abroad by eminent authorities. 

To make the subject more easily understood and 
also more informal, of the 24 chapters, a number are 
in question and answer form. 

This manual should be of great value not only to 
the expectant and nursing mother, but to a host of 
young doctors who have had little opportunity to 
learn of the advantages of breast feeding, and to many 
of them who are pessimistic about that subject. 

R. M. Pollitzer, M. D. 
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Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very immature infant.” 


IN DEBILITATING DISEASE 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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(Grade I and II) 


Plaquenil or Aralen alone 62% grade | and 
ovement. (Scherbel, A.L.; Harrison, J 

jian, Martin: Cleveland Clin. Quart. 25:! 

il, 1958. Report on 805 


Patients in relapse after prolonged steroid 
we resistant to Plaquenil or Aralen treatment 


In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 
® Zanchol produces a bile low in sediment. 
© Zanchol enhances the abstergent quality of bile. 
® Zanchol produces a deep, brilliant green bile, re- 

gardless of its original color, suggesting improved 


© Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 

Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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Mazola® Corn Oil. } a palatable food 


effective in the manage 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal ...high blood cholesterol levels are 
lowered, normal levels maintained. 


Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 

Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In cholesterol-low- 
ering diets from one-third to one-half of these 
fats should be unsaturated, such as in Mazola 
Corn Oil. 


* 


CORN PRODUCTS 
REFINING COMPANY 


ent and control 


Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 


Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 


MAZOLA* CORN Olt is a rich source of .un- : 
saturated fatty acids. It can form a regular 
part of the diet without major changes in 
eating habits to provide an effective un- 
saturated oil as a part of the daily meals. 


EACH TABLESPOONFUL OF MAZOLA CORN 
Ol. PROVIDES NOT LESS THAN: 


Linoleic Acid 
Sitosterols 
Natural Tocopherois 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet 3 tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 
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In Anti-Inflammatory Potency 


DECADRON “possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’"! and is ‘‘the 
most potent steroid thus far synthesized.’’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methyiprednisolone or triamcinolone; 7 times more potent 
than prednisone; 28 times more potent than hydrocortisone; 
and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 
“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’’3 In a number of cases, doses as low 
as 0.5-0.8 mg. proved sufficient for daily maintenance. The 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 


In Elimination and Reduction of Side Effects 


Virtual absence of diabetogenic activity, edema, sodium 
or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!.2.3.4 Other ‘‘classical’’ 
reactions were less frequent and less severe. DECADRON 
showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
‘peculiar’ side effects, such as muscle wasting, leg cramps, 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. Thus DECADRON 
introduces a new order of magnitude in safety, 
unprecedented in corticosteroid therapy. 


In Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 
of the anti-inflammatory activity’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degree 
of improvement in many patients, previously treated with 
prednisteroids,3 and by achievement of satisfactory control 

in an impressive number of recalcitrant cases.3 


In Therapeutic Range 


More patients can be treated more effectively with DECA- 
DRON. Its higher anti-inflammatory potency frequently brings 
relief to cases resistant to other steroids. Virtual freedom 
from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 
fluid retention allows effective therapy of many patients with 
cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of therapy 
to numerous patients who could not tolerate other steroids. 
And a healthy sense of weli-being, reported by nearly ail pa- 
tients on DECADRON, assures greater patient cooperation. 
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To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 


With proper adjustment of dosage, 
treatment may ordinarily be 
changed over to DECADRON 

from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRON (dexamethasone) replaces: 


One 4 mg. One 5 mg. One 20 mg. One 25 mg. 


tablet of tablet of 
tablet of tablet of 
methylprednisolone or prednisolone or hydrocortisone cortisone 


triamcinolone prednisone 


SUPPLIED: 


As 0.75 mg. scored penta- 
gon-shaped tablets; also as 
0.5 mg. tablets to provide 
maximal individualized 
flexibility of dosage ad- 
justment. 


Detailed literature is available to physicians on request. 


*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 


Merck Sharp & Dohme philadelphia 1, Pa. 
Division of Merck & Co., Inc. 
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The great corticosteroid era 

opened ten years ago 

with the introduction of CORTONE® (cortisone). 
Today, MERCK SHARP & DOHME proudly 
presents the crowning 

achievement of the first corticosteroid 
decade— DECADRON (dexamethasone) 

—a new and unique compound, which 
brings a new order of magnitude 

to corticosteroid therapy 


he 
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treat more 
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A few suggestions to help the diet fit your patient's 
personal preferences and way of life 


The Diabetic Diet E 


A measured diet is vital. Portions should be. 
served in dishes that fit the serving. A small 
portion on a large plate is not a happy prospect. 
A food exchange list provides variations in diet. 
Insulin demands food with the urgency and 
regularity of an alarm clock. 

If dinner is late, suggest a light snack at the 
usual mealtime with corresponding caloric re- 
duction in the delayed meal. Hard candies do 


| —and a glass 
of beer, with 
your consent, 


| for a morale- 


well as a precaution against insulin reaction. 
Plan low calorie wafers when others nibble 
canapés or chocolates. Above all, give your 
patient a variety of his food preferences. 

And with a glass of beer*—at your discretion 
—your patient will find his diet interesting and 
ample without straying from instructions. 


*Carbohydrate 9.4 Gm; Protein 0.8 Gm; Calories 104/8 oz. 
(Average of American Beers) 


United States Foundation 


Beer— America’s Beverage of Moderation 


VE 


If you'd like reprints of this and 11 other dietery suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 


iting. \ Feed Exchange Lit 
2 
3 Maas Ly 


A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


Cuecks Symptoms: Includes traditional components for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 


Available on prescription only. 


Adult dosage for ACHRocIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


Geaaria) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) 


Each Tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
... 30mg. 
Salicylamide ............ . 150 mg. 
Chlorothen Citrate 25 mg. 
Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) 
Each teaspoonful (5 cc.) contains: 
ACHROMYCIN® Tetracycline 

equivalent to tetracycline HCl ........................ 125 mg. 
Salicylamide ............... 


Ascorbic Acid (C) ..... 
Pyrilamine Maleate ... 
Methylparaben 
Propylparaben 


Bottle of 4 oz. 


THe JouRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


om 
r 
° 
i 
=, 


G-E molded cassettes cost less — 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in ¥2-million flexings that left it bonded as 
firmly as at time of manufacture! 


Prices: 5x7—$14.00 8%—$16.50 8x10—$18.00 11xl4—$23.25 
7x17—$23.50  10x12—$20.00 14x17—$25.25 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus ...service... supplies 


RESIDENT REPRESENTATIVES 


COLUMBIA 
DIRECT FACTORY BRANCH Cc. G. WATSON 


CHARLOTTE 4420 Woodside Haven Dr. @ Phone 2-6909 


1140 Elizabeth Ave. © FR 6-1531 GREENVILLE 


F. F. CHISHOLM 
41 Douglas Dr. ¢ CEdar 5-4846 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug and 
alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution ‘is equipped with complete laboratory 
facilities including electroencephalography and X-Ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort wun | whieh justly claims an all around climate for 
health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wm. Ray Griffin, Jr., M. D. Mark A. Griffin, Sr., M. D. 
Robert A. Griffin, M. D. Mark A. Griffin, Jr.. M. D. 
For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 
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§ prompt, aggressive 
antibiotic action 

ua reliable defense against 
monilial complications 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides a initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


od ere your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg./125,000 w.), bottles of 16 and 100. 
a (125 mg./125,000 wu. per 5 cc.) 60 ce. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 ec. dropper bottles. 


Squiss +) Squibb Quality — the Priceless Ingredient 
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Proven 


in over three years of clinical use 
in over 600 clinical studies 


A 
FOR RELIEF OF ANXIETY 
AND MUSCLE "TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or 


Miltown 


Su ow 400 mg. scored tablets, 200 mg. s Wit ablets, 
WALLACE LABORATORIES, New Brunswick, N. J. 
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The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 


Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 


The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 


PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 
PRESCRIBE 
P / 


antitussive—antibiotic - anesthetic—analgesic troches 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc., PHILADELPHIA 1, PA. 


Dosage: Three to & troches daily for 3 to 5 days. 
Supplied: In vials of 12. 
PENTAZETS is a trademark of Merck & Co., Inc. 333. Aaeics2a 
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The Upj: 


The Upj Company, Kalamazoo, Michigan 


could you 
detect 
the asthmatic on 


N | Cc d rol ? Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 


to spot someone else’s Medrol patient. 
Medrol 
But in your own patients, you could see the advantages —_/* _ nits ine disease, 


of Medrol right away. Why not try it? cut apenesine 


REG. U.S. PAT. OFF, — METHYLPREONISOLONE, UPJOHN 
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ELI LILLY AND COMPANY - 
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provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 


of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 


higher blood levels 
than with any other penicillin given 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 


V-Cillin® K (penicillin V potassium, Lilly) 


INDIANAPOLIS 6, INDIANA, U.S.A. 


833283 
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A GOOD BUY IN PUBLIC RELATIONS 


Place it in your reception room 


Today’s Health is published for the American Family by the 
American Medical Association, 535 N Dearborn St.—Chicago 10, Illinois 


L Give your subscription order to a member of your local 
Medical Society Woman’s Auxiliary, who can give you Special Reduced Rates. 


Each cc. contains: 


Vitemin A polmitete 4,500 U.S.P. Unite 


P. D. ATRICS | 1600 USS. 


Ascorbic Acid (C) 75 mg. 


REID LABORATORVES, 14, GEORGIA 


Put this NEW light 
in your office! 


Castle, the first name in surgi- 
cal lighting, announces a new 
light—the No. 8 MeP Light. 
With its new — and with 
the features higher-priced 
lights, it actually costs less. 


It’s modern in design. Light- 
weight. Moves easily up, down 
and around; beams light from 
every angle. Comes in COLOR. 


Never before has such a fine 
light been available at such a 
low price. Call us for a dem- 
onstration or write: 


inch este Fr 


CAROLINAS HOUsE oF SEKVICE 


Winchester Surgical Supply Co. Winchester—Ritch Ca 
WO East 7th St. Tel. 2-4109 Charlotte NC. 421 W Smith St Tel 5656. Greensboro NC 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


*Reqg US Pat ort 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River, New York 


ADVERTISERS 


Abbott Laboratories 

Allen’s Invalid Home 

Ames Company 

Appalachian Hall 

Atlanta Graduate Medical Assembly 
Ayerst Laboratories 
Brawner’s Sanitarium 
Burroughs-Wellcome & Co. 
Coca-Cola Company, The 
Corn Products Sales Co. 
Davies, Rose & Co., Ltd. 

Eli Lilly & Company 

Estes Surgical Supply Co. 
General Electric X-Ray Dept. 
Highland Hospital 

Lakeside Laboratories 
Lederle Laboratories 
Mayrand, Inc. 

Merch, Sharp & Dohme 
Parke, Davis & Company 
Pfizer Laboratories 
Phvsicians Casualty Company 
Physicians Products Co. 
Pinebluff Sanitarium 

Reid Laboratories 

Riker Laboratories, Inc. 

J. B. Roerig & Co. 

Sealy of the Carolinas 

G. D. Searle & Co. 
Smith-Dorsey 

Smith, Kline, & French 

E. R. Squibb & Sons 

United States Brewers Foundation 
Upjohn Company 

Virginia State Health Dept. 
Wallace Laboratories 
Waverley Sanitarium, Inc. 
Westbrook Sanatorium 
White Laboratories 
Winchester Surgical Supply Co. 
Winthrop Laboratories, Inc. 
World Insurance Company 
Wyeth Laboratories 
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Pinworm 


Clinical studies! show: 


e ‘Delvex’ is effective orally, usually 
within five days, against four of the 
five most common worm infections: 


Pinworm Whipworm 
Roundworm Strongyloidiasis 


-e It also inhibits, and sometimes 
eliminates, hookworm infection. 


e It is fully effective in both single 
and multiple infections and in both 
heavy and light infections. 


LILLY AND COMPANY -e 


INDIANAPOLIS 6, 


Whipworm 


e It eliminates pinworm infection in 
100 percent of patients. 


e It is the first effective and practi- 
cable agent for the oral treatment of 
strongyloidiasis and whipworm in- 
fection. 


e No adjunctive measures are need- 
ed with ‘Delvex’ therapy. 


Further information and clinical re- 
ports may be obtained from your 
Lilly representative or by writing to 
our Medical Department. 


**Delvex’ (Dithiazanine lodide, Lilly) 
1. Swartzweider, J. C., etal.: J. A. M. A., 165:2063, 1957. 


INDIANA, 


U. 


S.A. 
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Exactly how 


does new Halodrin* restore the 
“premenopausal prime” 


in postmenopausal women? 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 


The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 


You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 


The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 
genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 


appears in the urine following parenteral administration has been established in castrated women. ie 


On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore, the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of approxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 

Oral ethinyl estradiol is about 2 to 2'2 times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. - 

Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethinyl estradiol. This offsets the loss of 80 micrograms 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 

Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 


monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. 


STRADEMARK, FEC. U.S. PAT. OFF. COPYRIGHT 1958, THE UPJOHN COMPANY 
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Estradiol meg./ 24 hrs. 


Endogenous estrogen secretion (meg./24 hours) 
(calculated from average 24-hour urinary excretion 
of estradiol, estrone, and estriol) ° 


Menstruation 
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Days from ovulation 


pat Antitussive Effect — mild, dependable 
Topical Decongestion — prompt, prolonged 


Antihistaminic and Expectorant Action 


OPPORTUNITIES AVAILABLE VIR- 
GINIA for physicians as Directors of Local 
Health Departments. Four vacancies available 
in staff of 45 physicians due to retirements 
from October 1 to January 1. Applicants with- 
out public health training or experience given 
on-the-job training and paid $9168 beginning 
salary. Salary range provides upward adjust- 
ments at stated intervals. Applicants must be 
American citizens, under 48, in good health and 
eligible for Virginia licensure. Liberal sick 
leave, vacation and retirement benefits. Loca- 
tions available in several areas of the state. 


Write Director of Local Health Services, State 
Department of Health, Richmond 19, Virginia. 


P. D. ATRICS 
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VITAW 


REID LABORATORIS 


IPHERAL 


hydrochloride... 5.0 mg. 
Thenfadii@ hydrochtoride. 40 mg. 
Dihydrocodeinone bitartrate ............. 1.33 mg. 
Potassium guaiacol sulfonate ...............70.0 mg. 
Menthol . 18 mg. 
Chloroform ....... 002 


ESTES SURGICAL 
SUPPLY COMPANY 


Phone WAlnut 1700-1701 


56 Auburn Avenue 


Each cc. contains: 
Vitomin A polmitate 4,500 U.S.P. Units 
Vitemin D colciferol 1,000 U.S.P. Units 
Ascorbic Acid (C) 75 me 
Thiomine lame 
Riboflevin 2.4m. 
Niecinomide 140 mg. 

14, GEORGIA 


Both ENT RAL and 
ANTITUSSIVE DECONGESTANT + ANTIHISTAMINIC 
; 
‘Ee 
A 
> 
| %4596996 
> 
+ 
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all 


regardless 
etiology 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Carmomycin is a trademark of Merck & Co., Inc. 
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better— 


thank you, doctor” 


Proven in research 


1. Highest tetracycline serum levels 


2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


NEW! PEDIATRIC DROPS 
(orange-flavored) 5 mg. per 
drop, calibrated dropper, 

10 cc. bottle 


CAPSULES 

(black and white) 

250 mg., 125 mg. 

(for pediatric or long- 
term therapy) 


COSA -TETRASTATIN* 


glucosamine-potentiated tetracycline with nystatin 


2 oz. bottle 


Antibacterial plus added protection against 
monilial super-infection 


CAPSULES (black and pink) 250 mg. Cosa-Tetra- 
cyn (with 250,000 u. nystatin) 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) 
ee (with 125,000 u. nystatin), 2 oz. 
ttle 


ORAL SUSPENSION 
(orange-flavored ) 
125 mg. per tsp. (5 cc.) 


COSA -TETRACYDIN* 


glucosamine-potentiated tetracycline-analgesic- 
antihistamine compound 

For relief of symptoms and malaise of the 
common cold and prevention of secondary 
complications 


CAPSULES (black and orange) —each capsule con- 
tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 
caffeine 30 mg.; salicylamide 150 mg.; buclizine 
HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 
W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 
Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 
Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 
E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 


1:15 (July) 1958. 
tfizer) Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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Various arthritic disease: 


the perturtioubir 


Uctuge 


The broad range of applications for Transerpin 
Tablets permits its effective use in almost every 


anti-hypertensive regimen. 


Used alone, Transerpin is often sufficient medica- 
tion in the treatment of mild labile essential hy- 


pertension and other mild cases of hypertension. 


. . - In more severe cases, Transerpin given 
initially, or in conjunction with more potent anti- 
hypertensive agents, permits a lower dosage 
schedule and thus fewer side-effects. 


Transerpin Tablets are supplied in three strengths 
—0.1 mg., 0.25 mg., and 1.0 mg. as green com- 
pressed tablets in bottles of 100 and 1,000 tablets. 
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IN PSYCHOGENIC 
RHEUMATISM, OSTEOART 
AND RHEUMATOID ARTHRITS OSTEOARTHRITIS, 


A PRELINUNARY REPORT 


flarrs Burtteld, MD... New Yark 


In one study of Soo 


definitely the 


consecutive civilian Patients,’ 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINIA 
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mth Corb Essential HYP© 
MD. Chester Chalten ag exc, — Active fia, le rtensi 
Rave uniuue a7 MONK depressing 
i ine Alkaloid, Tablets of 0.1 0.25 & 1.0 
boy a Reserpine Alkaloid, Tablets of 0.1 mg.,0.25 mg., & 1.0 mg. 
Another point — Because 
Transerpin Tablets aréiestly priced, your 
patients’ reserpi vill stretch nearly 
Millions 
af Doses! 
‘ 
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( CLINICAL SAMPLES AND LITERATURE GLADLY SENT UPON REQUE,: 


ationts.' 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (71% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references: 


1 Ste ze- and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfameth yridazine. New England J. Med. 
2. Editorial: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Lederte ) 
*Reg. U.S. Pat, Off. 
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AMES CLINIQUICK 


if your patient wears tinted glasses 
and sighs frequently...? 


She may have an anxiety state. The tinted glasses may be worn as a shield 
against the world—and to relieve the photophobia resulting from pupillary dila- 
tation caused by anxiety-induced hyperadrenalism. The sighs may be a result of 
fatigue from emotional unrest. 


Source — Meyer, O. O.: Northwest Med. 53:1006, 1954. 


4 findings from a recent study* 


Calmative MOSTYN 


1. Anxiety and nervous tension appeared to be most dosage: 150-300 mg. (2 or 

benefited by NosTYN. 1 tablet) three or four times 
daily. supplied: NostyN tab- 

2. Seventy per cent of patients obtained some degree lets, 300 mg., scored. Bottles 

of relief. of 48 and 500. 

3. Greater inward security and serenity were experi- 

enced and expressed. *Bauer, H. G.; Seegers, W.; 


4. Mental depression did not develop in patients pre- eS ee ae 


T. H. 
viously depressed by meprobamate or a similar drug. 58:520 (Feb. 15) 1958. 
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Company, Kalamazoo, Michigan 


could you 
detect 
the uveitis patient on 


* 
M . d rol ? Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 


Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult 


to spot someone else’s Medrol patient. - 

Medrol 
But in your own patients, you could see the advantages /* ine disease, 
of Medrol right away. Why not try it? — 


REG. PAT. OFF. METHYLPREDNISOLONE, UPJOHN 
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Speaking Faculty 
February 16-18, 1959 


Stewart Wolf, M.D. .....Oklahoma City, Okla. 
Ethan Allan Brown, M.D. .......Boston, Mass. 
Edward H. Rynearson, M.D. . Rochester, Minn. 
William G. Sauer, M.D. .....Rochester, Minn. 
William Dameshek, M. D........Boston, Mass. 
B. Marden Black, M.D. ......Rochester, Minn. 
Warren H. Cole, M.D. ...........Chicago, Ill. 
Denton A. Cooley, M.D. ......Houston, Texas 
Averill A. Liebow, M.D. ...New Haven, Conn. 
Vincent J. Collins, M.D. .....New York, N. Y. 
Charles M. Nice, Jr.. M.D. ..New Orleans, La. 
Curtis J. Lund, M.D. ....Rochester, New York 
A. Ashley Weech, M.D. ......Cincinnati, Ohio 


More “Afternoon Roundtables’ Lee E. Farr, M.D. ...Upton, Long Island, N. Y. 
..More “Luncheon Conferences” 


Your Hejends and : AGMA endorsed for 15 hours 
eagues att A in Category I by G.A.G.P. 


& assembly 
Mark It On Your Calendar NOW 
‘drink in all the worl 
* 
3 SIGN OF GOOD TAST 
: 


PREVENT 


both cause and fear 


ANGINA 


ATTACKS 


proven 
safety 


or 
long-term 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories , long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.””? 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 
Each tablet contains: 200 mg. Miltown + 10.mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 


Dosage should be individualized. For clinical supply and literature, write Dept. 55C 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J. 
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for more normal living 
in angina pectoris 


Antora-B 


with 50 mg. Secobarbital 


Reduces incidence and 
Severity of attacks 


Continuous release Antora cap- 
sules give long, sustained therapeutic 


effect that reduces the number and 


Effects sedation 
without mental or 


severity of attacks, lowers nitro-glyc- 
erin requirements. 


With reduced fear of attack your pa- e physical slow down 

tient is encouraged to participate in he 

activities to his allowed capacity. b © A low dosage of : 
Secobarbital is grad- 


ually released with 


Antora over a 10-12- 


Prescribe 


_ANTORA or ANTORA-B 


hour period to reduce 


the anxiety complex. 


Antora-B also minimizes 


One ti us rel capsule 
before breakfast and one before 
the evening meal provides 24- 


insomnia due to pain 


and shortness of 


hour prophylactic effect. breath on effort. 


Availabie in botties of GO and 
250 capsules. 


PHARMACEUTICALS Greensboro, North Carolina 


> 
Brand of Pentaerythrito!l Tetranitrate, 30 mg. 
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‘ 
: 3 ; 
a 
i 
4 
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designed to be equally effective as both mA 
a MUSCLE RELANANT 
GQ TRANOUILIZER in am 


the first 


offering new freedom for your patients... from muscle spasm, 


from tension and anxiety, from side effects es 


[ <L. tranquillus, quiet; L. laxare, to 
loosen, as the muscles] 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (ichtman 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 


EXCELLENT 


EXCELLENT 


EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 
GooD 

FAIR 


35 (28%) PooR 


TRANCOPAL 


IN MUSCULOSKELETAL 


38 (23%) 
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23 (14%) 


9 (5%) 
21 (17%) 
19 (15%) 
17 (11%) 
(19%) 


= 
° 


13 (8%) 
8 (13%) 
1 (2%) 


35 (2%) 
95 (7%) 


EXCELLENT 
EXCELLENT 
EXCELLENT 


TRANCOPAL 


24 (10%) 
30 (13%) 


Condition Treated 


f 
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af 29 tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


TRANCOPAL...the first true “tranquilaxant” 


Both 2 muscle relaxant and a calmative agent. 


—— 


in musculoskeletal disorders, 91 per cent effective. 


In anxiety and tension states, 93 per cent effective. 


Lower incidence of side effects than with zoxazolamine, 
methocarbamol or meprobamate. 


No known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes unaffected 
/ by therapeutic dosage. No effects on hematopoietic 
system or liver and kidney function. 


Low toxicity. In animals, even less toxic than aspirin. 


No gastric irritation. Can be taken before meals. 


No clouding of consciousness, no euphoria or 


ant) | depression. 
e, to 
No perceptible soporific effect, even in high dosage. 
jan) 
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CLINICAL RESULTS IN 40°72 PATIENTS — 


EXCELLENT 
44% Z 


P BRCELLENT 


SCULOSKELETAL CONDITIONS 


4 
| 


Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 

TRANCOPAL = 100m 
Meprobamate = 40m, 
Texarelamine = 300m, 
Methocarbamo == 1000 mg. 

Deity Dose 


Seme as above, t.i.d. 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


FOR SAFETY 


Comparative pharmacologic tests showed that 
_ Trancopal is up to thirteen times as safe, or up 
_ to thirteen times less toxic. The measure of safety 
_ was the LDso in mice/usual human dose. 


TRANCOP AL 


‘FOR CLINICAL EFFECTIVENESS 


TRANCOPAL Meprobomate Methecarbomo! z 
_ Aclinical comparison in low back pain, torticollis, 
- bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of 40 pa- 
_ tients received al! four drugs in random rotation 
for several days. While each of the four drugs 
- gave some relief, only the one providing the most 
_ effective relief was recorded. 
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TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treated. 
... In 120 patients with simple anxiety or tension states results _ 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 
to resume their usual occupations.” (Lichtman) 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) orally three or four times daily, Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 


Supplied; Trancopal Caplets® (scored) 100 mg., bottles of 100. 


Laboratories . New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. + Cohen, A. |.: in preparation. - Cooperative 
Study, Department of Medics! Research, Winthrop Laboratories. + Gesler, R. M., and Cowulston, F- 
Toxicol. & App!. Pharmacol. To be published. Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & Expat. 
Therap. 122:24A, Jan., 1958. + Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & ir. The 
122:517, April, 1958. - Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct.. 1958. - Surfer 
A. R.; Webb, W. G., and Gesier, R . M.: J. Am. Chem. Soc. 8073469, July 5, 1958. 


Printed in U. S.A. 11-58 (3928) 
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cold symptoms 
can be controlled 


This new timed-release tablet provides: 


... the superior decongestant and antihistaminic 
action of Triaminic 


«+. non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


«+.an expectorant to help the patient expel 


thickened mucus 


..- the specific antipyretic and analgesic effect 
of well-tolerated APAP 


.»-the prompt and prolonged activity of 
timed-release medication 


Each Tussacesic Tablet contains: 


TRIAMINIC® 
(phenylpropanolamine HCl... . 
pheniramine maleate 
pyrilamine maleate 


Dormethan 
(brand of dextromethorphan HBr). . 


Terpin hydrate 


APAP (N-acetyl-p-aminophenol) . . 325 mg,. 


Also available: 

for those who prefer liquid medication — 
Tussagesic suspension 

In each 5 ml.: Triaminic, 25 mg.; Dormethan, 
15 mg.; terpin hydrate, 90 mg.; APAP, 120 mg, 


Tussagesic timed-release tablets provide 
relief in minutes, which lasts for hours 


fireat—3 to 4 hours of 
relief from the 
outer layer 


then—3 to 4 more hours 
of relief from 
the inner core 


Dosage: | tablet in the morning, mid-afternoon, 
and evening, if needed. Should be swallowed 
whole to preserve the timed-release action. 
Suspension: Adults—1-2 tsp. every 3-4 hours; 
Children 6-12 years old—1 tsp. every 3-4 hours; 
Children under 6—dosage in proportion. 


® Contains TRIAMINIC running noses &. and open stuffed noses orally 


SMITH-DORSEY Ccivisicn of The Wander Company Lincoln, Nebraska Peterborough, Canada 


DecemBER, 1958 
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall' states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews* reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,® “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


And while MacBryde' feels that evidence is lacking to support the view that a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions. . . 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 
and at no extra cost to your patients 


Each Theragran Capsule supplies: 
Vitamin A 25,000 U.S.P. units 


Vitamin D S.P. uni 
Also Available: Tutracran Liquid, bottles 


Riboflavin i" 4 of 4 ounces; THERACRAN Junior bottles of 
Niacinamide ‘ 30 and 100 capsules; and THERACRAN-M 
Ascorbic Acid ° ‘ > (Squibb Vitamin-Minerals for Therapy), 


Pyridoxine Hydrochloride. . bottles of 30, 60, 100 and 1,000 capsule- 
Calcium Pantothenate . . ... shaped tablets. 


Vitamin B,, Activity Concentrate . . 
Dosage: 1 or more capsules daily as indicated, 
Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000. 


References: 1. Tisdall, F. F.: Clinical Nut , ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B. 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct, 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818. 


SQUIBB Squibb Quality—The Priceless Ingredient 


; 
| 
4 
| 
| | 
‘ 
; 
| 
| 
| 
‘ 
d 
i 
‘Theragran’® is a Squibb trademark. 
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in the common cold: $4 ia 
and: ‘other upper respiratory infections 
the @nlyysuch preparation to-con- +. antibacterial 
tain penicillin. V-tg, qurb ‘bacterial analgesic. 
complications Action: e antipyretic 


Supplied: Capsules, ‘vials of 36: Each capsule péntales: V (100, 000 units), 62.5 mg.; Salicyle 


194 mg.; promethazine HCI, 6. 25 130 mg.; mephentermine sulfate, 3 mg. 


Philadelphia 1. Pa. 
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Band for your patients” 


SINUS 
INFLAMED? Posture isa pws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 

Sealy Posturepedic 

keeps the spine 

level. Healthfully 

comfortable, it per- 

mits proper relaxa- 

tion of musculatory 

system and limbs. 

Exclusive “‘live-ac- 

tion”’ coils support 

curved, fleshy con- 

tours of the body, 

assuring relaxing 

rest that you know 

is basic to good 

health... and good 
posture. Cause This! 


PROFESSIONAL So that you as a physician can 

DISCOUNT judge the distinctive features of the 

OF Sealy Posturepedic mattress for 

$3900 yourself before you recommend it 

to your patients, Sealy offers a spe- 

Limit of one full or cial Doctor’s Discount on this mat- 

twe twin size sets tress and foundation, when pur- 
Please check preference chased for your personal use. 


SEALY MATTRESS COMPANY 


RETAIL PROFESSIONAL 


Posturepedic Mattress each $79.50 stote| $60.00 
RECOVERY Posturepedic Foundation each $79.50 $60.00 


PROCESS WITH Full size 1 Twin size 2 Twin size ( 


Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


STREPTOKINASE-STREPTODORNASE 


*Reg US Pat Off 


"1eeenul LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 


| 
i$ 
| 
4d 
‘ 
i 
‘ey | 
4 
A 
Better On A 
| NAME 
4 


CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DiuRIL (chlorothiazide); 
bottles of 100 and 1,000. 


Divrit isa trademark of Merck & Co., Ing 


©1958 Merck & Co., Inc; 


MERCK SHARP & DOHME Division of MERCK & CO., INc., Philadelphia 1, Pa. €p 
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with Campanula (Canterbury Bells) in 


Not far from here are manufactured 
_ from the powdered leaf 
_-.- Pil. Digitalis (Davies, Rose) 
0.1;Gram (14 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 3 
‘with an expiration date on each package. 
“i Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
“Tt provides the physician: with a safe and effective 
~ means of digitalizing ‘the cardiac patient 
and of maintaining thé necessary saturation. 
Security lies in: prescribing the 
“original bottle of 35.pills, Davies, Rose.” 


* 


-~ Clinical samples and literature sent to physicians on request 


“Davies, Rose & Boston 18, Mass. 
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© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


throcin 


Stearate 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 


dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 
supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 
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antibiotic 
therapy | 


remarkable effectiveness 
against the cocci- 

plus a safety record 
unmatched in systemic 


antibiotic therapy 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 
often-met problem of resistance has re- 
mained unusually low with ERYTHROCIN. 

Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 
cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those 
dangerous complications. Obbott 
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Now, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


COMPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 

Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 


Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 


2 


every four to six hours. For children, dosage may be 
reduced in proportion to body weight. 


Supplied: 


In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 100. 


For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry- 
flavored, the granules come in 40-cc. and 80-cc. 
bottles. Each 5-cc. teaspoon of solution represents 
125 mg. (200,000 units) of potassium penicillin V. 


CompPoci.tin-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc. 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 

units) of penicillin V. At all pharmacies. Ubbrott 
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(RISTOCETIN, ABBOTT) 


PREPARED FROM PURE CRYSTALS 


Provides Outstanding Clinical Effectiveness Against Cocca! 
Infections, Including Resistant Staphylococci and Enterococe! 


Provides Bactericidal Action Against Coccal Infections’ 
Provides Successful Short-Term Therapy In Endocarditis’ 
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ow, e ter just 12 months, SPONTIN has become an outstand- 
9 drug of choice against resistant staphylococci, and in 
ther serious coccal infections. 

Six oapers presented at the Antibiotics Symposium’ re- 
orted the effectiveness of SPONTIN against resistant staphy- 
coccal infections. Clinical reponses involved enterococcal 
ndocarditis, staphylococcal pneumonias and staphylococcal 
acteremias. Many of these patients were going downhill 
teadi'y—in spite of treatment by other antibiotics. 

Toxicity? Careful attention to dosage recommendations has 
ractically eliminated toxicity and side effects as serious ob- 
tacles to therapy. Also, recent improvements have been 
ade in the manufacture of SPONTIN; the drug #s'now made 
om pure crystals. A recent report? in the Journal of the 
merican Medical Association concluded, ‘‘It is our opinion 
hat, if proper precautions are observed, ristocetin is a safe 
ad potent agent to employ in the treatment of staphylococcal 
fections.”’ 

lf you do not have the revised literature on this lifesaving 
antibiotic, please contact your Abbott Representative soon; 
rwrite direct to Abbott Laboratories, North Chicago, Illinois. 


DICATIONS: Against a wide range of staphylococcal, 
treptococcal, pneumococcal and enterococcal infections. A 
rug of choice for treating serious infections, particularlythose 
aused by organisms that resist all other antibiotics. 


DOSAGE: Administered intravenously. In pneumococcal, 
treptococcal and enterococcal infections, a dosage of 25 
g./Kg. will usually be adequate. Majority of staphylococcal 
nfections will be controlled by 25 to 50 mg./Kg. per day. It is 
ecommended that the daily dosages be divided into two or 
hree equal parts at eight- or 12-hour intervals. 


SUPPLIED: In vials containing a sterile, lyophilized powder, 


epresenting 500 mg. of ristocetin A activity. 
Be sure your hospital has it stocked. Obbott 


Sixth Annual Symposium on Antibiotics, Washington, D. C., Oct. 15, 16, 17, 1958, 
Antib otics Annual, 1957-58, p. 187-98. 
4A.M.A., 167:1584, July 26, 1958. 
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Tetracycline with Citric Acid LEDERLE 


RL< LABORATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pearl River, New York Getaria) 
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Of course, Mies women like “Premarin” 


Therapy for the menopause syndrome 
should relieve not only the psychic 
instability attendant the condition, but 
the vasomotor instability of estrogen 
decline as well. Though they would have 
a hard time explaining it in such medi- 
cal terms, this is the reason women 
like “Premarin.” 


Doctors, too, like “Premarin,” because 
it really relieves the symptoms of the 
menopause. It doesn’t just mask them — 
it replaces what the patient lacks — 
natural estrogen. 


“PREMARIN? 


conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York « Montreal, Canada 
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BRAWNER'’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


Jas. N. BRAWNER, JR., M.D. 


Medical Director Associate Director 
For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 
Member 


Geroraia HospITraL ASSOCIATION, AMERICAN HospPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC HOSPITALS 


P.O. Box 218 


ALBERT F. Brawne_er, M.D. 


HEmlock 5-4486 


2555555454566 5666565565565 6 66 
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Relieve moderate or severe pain — Sumbols 
Reduce fever : OF 
Alleviate the general malaise of g PROVEN 
_ upper respiratory infections PAIN 


RELIEF 


_ maximum codeine analgesia/optimum antipyretic action 


| “Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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... from mode plicated b and restlessness. 


no. 


Acetophenetidin gr 
Aspirin (Acetylealicylic Acid) ....... 


Codeine Phosphate ............. 
Acetophenetidin 
Aspirin (Acetylsalicylic Acid) ....... 


...from pain of muscle and joint origin, simple headache, neuralgia, 
and the symptoms of the common cold. 


‘TABLOID’ 


EMPIRIN COMPOUN 


Acetophenetidin .............-.. 


..from mild pain complicated by tension and restlessness. 


® 
Acetophenetidin ........ gr.2% 
Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


"Subject to Federal Narcotic Regulations 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective as far as 
antiallergic activities are concerned... [{hydroxyzine] has been found, 
by comparison, to be the most potent thus far...” 

“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.”2 

PLUS 


PSYCHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. “Adverse reactions were minimal.’ 

RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES: 

1, Eisenberg, B. C.: Clinical Medicine 5:897-904 (July) 1958. 

2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 

3. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
*Trademark 
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HIGHLAND HOSPITAL, INC. 
FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University. 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—in- 
sulin, electroshock, psychotherapy, occupational and recreational therapy—for nervous and 
mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording exceptional opportunity for physical and emotional 
rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected 
cases desiring non-resident care. 
R. Charman Carroll, M. D. Robert L. Craig, M. D. 
Medical Director Associate Medical Director 
John D. Patton, M. D. 
Clinical Director 


Each tablet contains: — 


REI D’sS Vitamin A 8000 USP Units 
Vitamin D i 
Thiamin HCI 
Riboflavin 
Pyridoxine HCI 
Calcium Pantothenate 


Nicotinamide 
Cobalamin (Vitamin 

P. D. ATRICS at Activity 
Vitomi 

R 9% Acetate) 


REID LABORATORIES, INC. ATLANTA 14, GEORGI 


WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 
INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 
Dr. CHAPMAN J. MILLING, MEDICAL DIRECTOR 
Dr. JAMES B. GALLOWAY — DR. PENROD G. HEPFER 
SENIOR ASSISTANT PHYSICIANS 


FOR RESERVATION CALL 2641 FOREST DRIVE 
SUPERINTENDENT 2-4273 COLUMBIA, &. C. 
FIRE SPRINKLER SYSTEM THROUGHOUT HOSPITAL 
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Now, a single unique preparation, 
Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the “almost well” patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Decongestant Action. Through 
the action of Triaminic, nasal patency 


Suspension contains: 


25 
(phenylpropanolamine 12.5 mg.; 
pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 

Trisulfapyrimidines U.S.P, 0.5 Gm, 


nasal and paranasal congestion 
and control secondary invaders 


TRIAMINIC PLUS TRIPLE SULFAS 


Each Tablet and each 5 ml. teaspoonful of 


SMITH-DORSEY + a division of The Wander Company : Lincoln, Nebraska + Peterborough, Canada 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 


_ cause Trisulfaminic is administered 


orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action, Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


tablets and 
suspension 


: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for $ days. Children 8 to 12 

ears—2 tablets or teaspoonfuls 
initially, followed by 1 tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 
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CHRONIC 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


LEDERLE LABORATORIES, 2 Division of AMERICAN CYANAMID COMPANY, 
Pear! River. New York 


Protection against loss of income from accident & 
sickness as well as hospital expense benefits for you 
and all your eligible dependents. 


DENTISTS 


PHYSICIANS CASUALTY AND HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


ALLEN’S 
INVALID HOME 


MILLEDGEVILLE, GA. 
Established 1890 


For the Treatment of 


NERVOUS 
AND 
MENTAL DISEASES 


Grounds 600 Acres 
Buildings Brick Fireproof 
Comfortable, Convenient 

Site High and Healthful 


E. W. ALLEN, M. D. 
Department for Men 


H. D. ALLEN, M. D. 
Department for Women 


TERMS REASONABLE | 
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whenever 
he 
Starts 


ready 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


There’s nothing easier to give 


or take- me 
A real treat... 
the children’s favorite... 
tops with adults, too. 
Bese One Nugget per day 
WHITE LABORATORIES, INC, tones of 
KENILWORTH, N. J. omy 
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PHYSICIAN’S DISABILITY INCOME 
APPROVED 
FOR MEMBERS ONLY 
THE SOUTH CAROLINA MEDICAL ASSOCIATION 
SICKNESS OR ACCIDENT ACCIDENT BENEFITS 


(MONTHLY BENEFITS) (SPECIFIC LOSSES) 
For total disability from accident: FOR LIFE, monthly benefit ------ $ 300.00 


MONTHLY BENEFIT FOR LIFE-__$300.00 Ser Cane Gath 


hand and foot; eith 
4| For total disability from sickness: end ope. 


ve we —thereafter— eed Loss of sight of one eye, monthly 
Loss of Life (Accident) $5,000.00 
aes FOR LIFE IF CONFINED --____-- $300.00 (and in addition, the monthly and 
ADDITIONAL MONTHLY BENE- hospital benefit for the period be- iy 
FIT WHEN HOSPITALIZED --_-$300.09 tween date of accident and date 
(up to 3 months for sickness or accident) of death) 


MONTHLY DISABILITY AND SPECIFIC LOSS ACCIDENT BENEFITS ARE 
DOUBLED FOR SPECIFIED TRAVEL ACCIDENTS 
$100.00 ADDITIONAL MONTHLY BENEFIT FOR TOTAL DISABILITY for as long 
as one year is available by rider. 
POLICY FEATURES 
1‘) petro id CONTINUANCE AGREEMENT for members of the South Carolina Medical 
ssociation. 

Disability Benefits begin with first day of disability and medical attention. 
Pays total disability income benefits for life—covering both accidents and sickness. 
There is no time limit or aggregate as to total disability payments. 
House confinement is not required. 
Covers accidental bodily injury on the policy date and sickness originating more than | 
30 days thereafter. 
Coverage extends throughout the United States, Alaska, Hawaii and Canada, but of 
course there are the usual exclusions as to suicide, insanity, venereal disease and war. 
Scheduled commercial airline passenger accidents are covered, but not other hazards of 
aviation. 
Waiver of premium after three months of total disability. 
A grace period is allowed for payment of all renewals. 

POLICY CONTINUANCE AGREEMENT 
COMPANY CANNOT REFUSE TO RENEW YOUR POLICY NOR MODIFY OR 
RIDER IT FOR CONDITIONS ORIGINATING AFTER THE EFFECTIVE DATE as 
long as (1) premiums are paid when due, (2) you remain actively engaged in your 
profession or occupation, and (3) the Company continues to renew like policies issued 
to members of your profession or occupation within your State of residence. 


MAIL THIS COUPON 


Written by: 
One of the oldest and largest institu- s o S. C. M. A. MEMBERS 
tions of its kind in the World specia!- 5 MAKE INQUIRY TODAY 
izing in Professional Disability In- As a member I would like complete 
come. “ — regarding dis- 
WORLD INSURANCE COMPANY 
Professional Division I —— = full information in re- 
gard to changing my present cover- 
> age to the above which is optional. 
World I 
Columbia, South Carolina 
OVER FIFTY & Dr 
YEARS CONTINUOUS = Street 
SERVICE! = City. 
“MILLIONS PAID IN CLAIMS” 


865-579 This is a resume of benefits—your policy fully states all terms and conditions. 


THe JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 
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CLINICAL all Steph 
RESULTS adults children _ infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
™ Failure 17 (7%) 11 (6%) 3 (3%) 


NeW 


T PRONOUNCED TAY. nti etiologic microorganisms were S' wing 
1 at aureus and Staph. albus. Tao has its grea ) 
7 usefulness against organisms such as: staphy- 

+4 * lococci (including strains resistant to other anti- 

Dee biotics), streptococci (beta-hemolytic strains, 

+4 alpha-hemolytic strains and enterococci), pneu- 

mococci, gonococci, hilus infil 

+H Capralei / Oral Suspension," 

i Per cent of “antibiotic-resistant’’ epidemic 

as ] | staphylococci cultures susceptible to Tao, ery- 

2 thromycin, penicillin and 

4 2 
desiened 
Tao 
35 
BE chloramphenicol 

; erythromycin 

+ = 

penicillin 

4 5” 
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REACTIONS: 
(a) adults (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 

Skin rash —1.4% Skin rash —none 
(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


4-4-4 


LT aMm- 
positive 


stability in gastric acid « rapid, high and sus- 
tained blood levels + high urinary concentrations 
¢ outstanding palatability in a liquid preparation. 


C; Z ONS. + ge and Administration: Dosage varies according to the | 
-| severity of the infection. For adults, the average dose is 250 mg. I 


$4- +4 


++44 


q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 


“r} 8 months to 8 years of age, a daily dose of approximately 30 
-| mg./Kg. body weight in divided doses has been found effective. 
NEW YORK 17, N, ae Since Tao is therapeutically stable in gastric acid, it may be 


TT 


7 administered at any time, without regard to meals. 
-+| Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
7 Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful | 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. i 
References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 

(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 

(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 

1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, i 
Medical Encyclopedia, Inc., 1958, p. 476. 
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Chas, Pfizer & Co., inc. THE WORLD'S 
+ PTRADEMAR 
lv 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


Staf; PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
ologist 


R. H. CRYTZER, Administrator 


1 or 2 tablets. 
30 mg. (12 grain) 


Demerol hydrechioride..... 30 mg. grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. 


Demerol (brand of meperidine), 
trademark reg. U. * Pat. Off. 


Narcofic blank required. 


Windsor, Ont. 


= 
eee 
4 
Or i 
...give real relief: 
‘ts 
if 
a ‘hy 
a 
: 
f 


Many such 
hypertensives have 
been on Rauwiloid 


for 3 years 


and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 


*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 
Hypertension, Med. 23:41 
(Jan.) 1958. 


1 side actions 


Enhances safety when more potent drugs 
are needed. 


just two tablets 
Rauwiloid® + Veriloid® 
uwilo 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. uffices 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 


dihydrate 250 mg. 
in severe, otherwise intractable hyper- 
tension. Initial dose, 4 tablet q.i.d.  __—_ 
Both combinations in convenient NORTHRIDGE, 
single-tablet form. CAUFORNIA 
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BRAND OF CRYSTALLINE 


Cini The Upjohn Company, Katamazoo, Michigan 
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road-spectrum 


intibiotic 
first resort 


ch capsule contains: 


phosphate (tetracycline phesphate 
equivalent te tetracycline hydre- 


(as nevebiccin . . 125 meg. 


ba KM tt Flevored Granules. when 

water Is adde@ te fli the bettie, 
spoontul (5 cc.) contains: 

equivatent te tetra- 

. 125 mg. 

citcium). .62.5 mg. 

taphesphate .........100 mg. 


‘be, hotties of 16 and 160 


es 
dosage is 2 caprwles 


Granules 
nt of moderately acute infec- 
ants and chiltiren, the recom- 
is 1 teaspoonful per 15 to 
y weight per day, administered 
4 equal doses. Severe or prolonged 
quire higher tieses. Dosage for 
4 teospoonfuls 3 of 4 times daily, 
the type and severity of the in- 
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Wake new 


Faster 


Joint Inflammation and muscle spasm 
are the two el ts t resp ible 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
Process and simultaneously relleves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of sevare 
Involvement, yet often leads to a reduction of 
steroid dosage because of its musclie-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated, 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100), 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-S—5.O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscles move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 
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MEPROLONE Is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation...» 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


‘EPROLONE Is a trade-mark of Merck & Co., Inc. 
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AGAINST 
THE 
UBIQUITOUS 

HOSPITAL... 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.1-3 According to recent in vitro studies, however, these stubborm 
pathogens remain sensitive to CHLOROMYCETIN-*® 


Highly effective against most strains of staphylococci, CHLOROMYCETIN has been reported af 
value in treatment for such serious infections as staphylococcal pericarditis,9 antibiotic-resistant 
postoperative wound infections,!° antibiotic-resistant breast abscesses,3-11 pneumonia due 
antibiotic-resistant staphylococci,!2 postoperative staphylococcal enteritis,!5 and septicemia.14.4 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 
250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been ass 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermorg 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged Of 
intermittent therapy. 


REFERENCES: (1) Wise, R. I.: J.A.M.A. 166:1178, 1958. (2) Brown, J. W.: J.A.M.A. 166:1185, 1958, (3).Caswell, H. Ty 
et al.: Surg., Gynec, & Obst. 106:1, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. (5) Waisbren, B. Ag 
Wisconsin M. J. 57:89, 1958. (6) Royer, A., in Welch, H., & Marti-Ibafiez, E: Antibiotics Annual 1957-1958, New York 
Medical Encyclopedia, Inc., 1958, p. 783. (7) Markham, N. P, & Shott, H. C. W.: New Zealand M. J. 57:55, 1958. (8) Biaity 
J. E., & Carr, M.: J.A.M.A. 166:1192, 1958. (9) Horan, J. M.: Pediatrics 19:36, 1957. (10) Rawls, G. H.: Am. Surg’om 
23:1030, 1957. (11) Sarason, E. L., & Bauman, S.: Surg., Gynec. & Obst. 105:224, 1957. (12) James, U.: Brit. J. Clin. Pract 
11:801, 1957. (13) Turnbull, R. B., Jr.: J.A.M.A. 164:756, 1957. (14) Ross, S.; Puig, J. R., & Zaremba, E. A., in Weich, 
’ HL, & Marti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 803. (15) Leachman, 
R., & Yow, E. M., in Conn, H. E: Current Therapy 1958, W. B. Saunders Company, Philadelphia, 1958, p. 51. 
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Compazine 


nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 


15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


...for immediate control of severe vomiting: 
Ampuls, 2 cc. (5 mg./cc.) 


NEW: Multiple dose vials, —always carry one in your bag 
10 cc. (5 mg,/cc.) 


Also available: 
4 


Tablets, 5, 10 and 25 mg., in bottles of 50 and 500. 

Spansulet capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, 5 and 25 mg., in boxes of 6. 

Syrup, $ mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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